AUTHENTICATED 
U.S. GOVERNMENT 
INFORMATION ^ 


THE U.S. DEPARTMENT OF VETERANS AFFAIRS 
BUDGET REQUEST FOR FISCAL YEAR 2010 


HEARING 

BEFORE THE 

COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 

ONE HUNDRED ELEVENTH CONGRESS 

FIRST SESSION 

MARCH 10, 2009 

Serial No. 111-6 


Printed for the use of the Committee on Veterans’ Affairs 



THE U.S. DEPARTMENT OF VETERANS AFFAIRS 
BUDGET REQUEST FOR FISCAL YEAR 2010 




THE U.S. DEPARTMENT OF VETERANS AFFAIRS 
BUDGET REQUEST FOR FISCAL YEAR 2010 


HEARING 

BEFORE THE 

COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 

ONE HUNDRED ELEVENTH CONGRESS 

FIRST SESSION 

MARCH 10, 2009 

Serial No. 111-6 


Printed for the use of the Committee on Veterans’ Affairs 



U.S. GOVERNMENT PRINTING OFFICE 
48-420 WASHINGTON : 2009 


For sale by the Superintendent of Documents, U.S. Government Printing Office 
Internet: bookstore.gpo.gov Phone: toll free (866) 512-1800; DC area (202) 512-1800 
Fax: (202) 512-2104 Mail: Stop IDCC, Washington, DC 20402-0001 




COMMITTEE ON VETERANS’ AFFAIRS 

BOB FILNER, California, Chairman 


CORRINE BROWN, Florida 
VIC SNYDER, Arkansas 
MICHAEL H. MICHAUD, Maine 
STEPHANIE HERSETH SANDLIN, South 
Dakota 

HARRY E. MITCHELL, Arizona 
JOHN J. HALL, New York 
DEBORAH L. HALVORSON, Illinois 
THOMAS S.P. PERRIELLO, Virginia 
HARRY TEAGUE, New Mexico 
CIRO D. RODRIGUEZ, Texas 
JOE DONNELLY, Indiana 
JERRY MCNERNEY, California 
ZACHARY T. SPACE, Ohio 
TIMOTHY J. WALZ, Minnesota 
JOHN H. ADLER, New Jersey 
ANN KIRKPATRICK, Arizona 
GLENN C. NYE, Virginia 


STEVE BUYER, Indiana, Ranking 

CLIFF STEARNS, Florida 

JERRY MORAN, Kansas 

HENRY E. BROWN, Jr., South Carolina 

JEFF MILLER, Florida 

JOHN BOOZMAN, Arkansas 

BRIAN P. BILBRAY, California 

DOUG LAMBORN, Colorado 

GUS M. BILIRAKIS, Florida 

VERN BUCHANAN, Florida 

DAVID P. ROE, Tennessee 


Malcom A. Shorter, Staff Director 


Pursuant to clause 2(e)(4) of Rule XI of the Rules of the House, public hearing records 
of the Committee on Veterans’ Affairs are also published in electronic form. The printed 
hearing record remains the official version. Because electronic submissions are used to 
prepare both printed and electronic versions of the hearing record, the process of converting 
between various electronic formats may introduce unintentional errors or omissions. Such occur- 
rences are inherent in the current publication process and should diminish as the process 
is further refined. 



CONTENTS 


March 10, 2009 

Page 

U.S. Department of Veterans Affairs Budget Request for Fiscal Year 2010 1 

OPENING STATEMENTS 

Chairman Bob Filner 1 

Prepared statement of Chairman Filner 57 

Hon. Steve Buyer, Ranking Republican Member 2 

Hon. Brian P. Bilbray 15 

WITNESSES 

U.S. Department of Veterans Affairs, Hon. Eric K. Shinseki, Secretary, U.S. 

Department of Veterans Affairs 5 

Prepared statement of Secretary Shinseki 57 


American Legion, Steve Robertson, Director, National Legislative Commis- 
sion 47 

Prepared statement of Mr. Robertson 96 

American Veterans (AMVETS), Raymond C. Kelley, National Legislative Di- 
rector 35 

Prepared statement of Mr. Kelley 79 

Disabled American Veterans, Kerry Baker, Assistant National Legislative 

Director 32 

Prepared statement of Mr. Baker 63 

Iraq and Afghanistan Veterans of America, Paul Rieckhoff, Executive Direc- 
tor 43 

Prepared statement of Mr. Rieckhoff 89 

Paralyzed Veterans of America, Carl Blake, National Legislative Director 30 

Prepared statement of Mr. Blake 61 

Veterans of Foreign Wars of the United States, Dennis M. Cullinan, Director, 

National Legislative Service 34 

Prepared statement of Mr. Cullinan 70 

Veterans for Common Sense, Paul Sullivan, Executive Director 42 

Prepared statement of Mr. Sullivan 83 

Vietnam Veterans of America, Richard F. Weidman, Executive Director for 

Policy and Government Affairs 45 

Prepared statement of Mr. Weidman 90 

SUBMISSION FOR THE RECORD 

Mitchell, Hon. Harry E., a Representative in Congress from the State of 
Arizona 142 

MATERIAL SUBMITTED FOR THE RECORD 

Letters: 

Hon. Eric K. Shinseki, Secretary, U.S. Department of Veterans Affairs, 
to Hon. Phil Roe, U.S. House of Representatives, letter dated April 
20, 2009, Regarding Percentages of Budget Funding for Care of World 

War II, Vietnam Veterans, and Veterans of Other Eras 143 

Hon. Eric K. Shinseki, Secretary, U.S. Department of Veterans Affairs, 
to Hon. Bob Filner, Chairman, Committee on Veterans Affairs, letter 
dated April 20, 2009, Regarding Advocacy Training 143 


iii 



Page 


Post-Hearing Questions and Responses for the Record: 


Hon. Steve Buyer, Ranking Republican Member, Committee on Veterans’ 
Affairs, to Hon. Eric K. Shinseki, Secretary, U.S. Department of Vet- 
erans Affairs, letter dated March 18, 2009, and VA responses 144 

Hon. Bob Filner, Chairman, Committee on Veterans’ Affairs, to Hon. 

Eric K. Shinseki, Secretary, U.S. Department of Veterans Affairs, letter 
dated March 23, 2009, transmitting questions from Chairman Filner, 

Hon. Michael Michaud and Hon. Joe Donnelly, and VA responses 147 


Hon. Bob Filner, Chairman, Committee on Veterans’ Affairs, to Carl 
Blake, National Legislative Director, Paralyzed Veterans of America, 
Kerry Baker, Assistant National Legislative Director, Disabled Amer- 
ican Veterans, Dennis Cullinan, National Legislative Director, Veterans 
of Foreign Wars of the United States, Raymond C. Kelley, National 
Legislative Director, AMVETS, letters dated March 23, 2009, and joint 
response letter from The Independent Budget , letter dated April 30, 


2009 150 

Hon. Bob Filner, Chairman, Committee on Veterans’ Affairs, to Paul 
Sullivan, Executive Director, Veterans for Common Sense, letter dated 

March 23, 2003, and VCS responses 155 

Hon. Bob Filner, Chairman, Committee on Veterans’ Affairs to Paul 
Rieckhoff, Executive Director and Founder, Iraq and Afghanistan Vet- 
erans of America, letter dated March 23, 2009, and IAVA responses 159 

Hon. Bob Filner, Chairman, Committee on Veterans’ Affairs to Richard 
Weidman, Executive Director for Policy and government Affairs, Viet- 
nam Veterans of America, letter dated March 23, 2009, and WA re- 
sponses 160 

Hon. Bob Filner, Chairman, Committee on Veterans’ Affairs to Steve 
Robertson, Director, National Legislative Commission, American Le- 
gion, letter dated March 23, 2009, and response letter dated March 
26, 2009 161 


Reports: 

U.S. Department of Veterans Affairs American Recovery and Reinvestment 
Act (ARRA) Agency Plans and Reports: 


FY 2009 Veterans Health Administration — Medical Facilities Non-Recur- 
ring Maintenance (NRM) and Energy Projects — 

Expenditures Plan 164 

Expenditure Plan by Category 244 

Expenditure Plan by State 245 

FY 2009 Veterans Health Administration — Grants for State Extended 
Care — 

Expenditure Plan 247 

Expenditure Plan by State 251 

Veterans Benefits Administration — Hiring Temporary Claims Processors . 
Expenditure Plan 252 

Veterans Benefits Administration — Support for Economic Recovery Pay- 
ments Expenditure Plan 253 

FY 2009 National Cemetery Administration Monument and Memorial 
Repairs — 

Expenditure Plan 254 

Expenditure Plan by Category 281 

Expenditure Plan by State 282 

Information Technology Expenditure Plan 284 

The Independent Budget for the Department of Veterans Affairs, Fiscal Year 
2010, a Comprehensive Report and Policy Document Created by Veterans 
for Veterans 285 


IV 



THE U.S. DEPARTMENT OF VETERANS AFFAIRS 
BUDGET REQUEST FOR FISCAL YEAR 2010 


TUESDAY, MARCH 10, 2009 

U.S. House of Representatives, 
Committee on Veterans’ Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 2:33 p.m., in Room 
345, Cannon House Office Building, Hon. Bob Filner [Chairman of 
the Committee] presiding. 

Present: Representatives Filner, Snyder, Michaud, Herseth 
Sandlin, Hall, Perriello, Teague, Donnelly, Space, Walz, Buyer, 
Moran, Boozman, Bilbray, Bilirakis, and Roe. 

OPENING STATEMENT OF CHAIRMAN FILNER 

The Chairman. Well, everybody is quiet for an Army General. I 
have never seen it like this, Mr. Secretary. I want to wait for some 
of our colleagues to show up. We apologize for keeping you waiting, 
we had a series of votes just at the time the hearing was scheduled 
to start. I will wait for some of my Republican colleagues and then 
we will get started. Mr. Buyer is here now so we will begin this 
hearing. 

Mr. Secretary, we thank you for joining us. I know you are used 
to going to battle alone, and I see you have nobody on your wings 
here today, so good luck. 

I want to make sure, before we start, that I ask unanimous con- 
sent that all Members may have 5 legislative days to revise and 
extend their remarks, and that written statements be made part of 
the record. Hearing no objection, so ordered. 

Today’s hearing is on the preliminary budget submission from 
the U.S. Department of Veterans Affairs (VA) for our next fiscal 
year. 

A few weeks ago the Administration submitted a preliminary 
budget, and it is a document that provides what they call “top line” 
budget numbers and brief discussions regarding Administration 
priorities. 

I must say, Mr. Secretary, we are pleased to see that, even with 
this summary you had about a 10-percent increase in discretionary 
funding, and about a 20-percent increase in the mandatory ac- 
counts, for a 15-percent increase over all. 

I will say to you, sir, that since The Independent Budget (IB) was 
first put out, a budget put together by our veterans service organi- 
zations (VSOs), yours is the first Administration budget to exceed 
The Independent Budget, and we are very happy that has occurred. 
I hope you can be proud of that. I have been using The Independent 

( 1 ) 
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Budget as my bible for the last 17 years. We know that the budget 
request calls for $25 billion increase over the next 5 years. We 
haven’t had an Administration budget like that for a long, long 
time, so thank you, sir, and it looks like you understand, and the 
Administration understands, the importance of veterans in the 
budget. 

We know these out-year numbers are not binding figures, but 
they are a good start. You put some interesting things in there, 
and I think the Committee shares your policy formulations. 

For example, the decision to bring in the Priority 8 veterans, 
500,000 as I understand it, is what many of us have wanted for a 
long time. 

I think you also expand concurrent receipt, and again, many 
Members on this Committee have been working on this issue for 
a long, long time, so we thank you for that. We are looking forward 
to meeting the needs of our veterans in the coming year. 

From looking at your Senate testimony and the testimony of 
some of the veterans’ organizations, there is a controversial policy 
recommendation in the budget concerning collections — third-party 
collections. 

We believe, Mr. Secretary, that you can meet your numbers for 
revenue, income, and third-party collections, without any policy 
changes, that is, by using existing authorities. We believe we can 
do that with the numbers you have created, without having to get 
into policy recommendations on third-party collections, and still 
meet the revenue needs that you have forecast in your budget. 

In fact, both Mr. Buyer and I have been talking over the last sev- 
eral years with people who think that we are leaving hundreds of 
millions, if not billions, on the table from third-party collections, 
and we are both committed to seeing that you realize that without 
going into any policy shifts with regard to service-connected vet- 
erans. 

Again, thank you for being here, thank you for the leadership 
that you have shown in your short time on the job. We are looking 
forward to working with you over the next 4 years, and I will now 
yield to the Ranking Member, Mr. Buyer. 

[The prepared statement of Chairman Filner appears on p. 57.] 

OPENING STATEMENT OF HON. STEVE BUYER 

Mr. Buyer. Thank you, Mr. Chairman, and good afternoon. It is 
my pleasure once again to welcome Secretary Shinseki back to the 
Committee, and thank you for appearing here today. I look forward 
to your testimony. I also look forward to hearing from the second 
panel of witnesses from the veteran service organizations. 

Mr. Secretary, the funding increases outlined in your budget is 
welcomed. Overall, it is also a move in the right direction. 

I do have some concerns, particularly with regard to the out-year 
numbers, and that is the gamesmanship that occurs in this town. 
And so when all is put together, the budget views and estimates, 
I will also try to make these projections with regard to the out- 
years. 

It is a gamesmanship that is occurring through the Office of 
Management and Budget (OMB), and not that you haven’t lived 
with this when you were over at U.S. Department of Defense 
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(DoD), but if we are going to put together a budget, we want to be 
realistic with regard to those out-years, we really need to prepare 
for them. And kind of what is happening is, there is so much 
lumped on the front end it is trying to make it look as though they 
are more fiscally responsible in the out-years. 

I want to die in the out-years, okay? That way I will live forever. 
That is just the way we do budgets in this town. 

The Chairman. I want to make an amendment to that. 

Mr. Buyer. So I can live forever? 

[Laughter.] 

Mr. Buyer. Well, maybe you will be right there with me and we 
will create a lot of energy for a lot of years for somebody. 

A number of factors, I believe, are going to place great demand, 
Mr. Secretary, on the VA, and so when I am talking about the out- 
years I think we have to prepare to handle it. 

President Obama announced the draw down of the combat troops 
in Iraq, which will contribute to an increase in veterans seeking 
VA benefits and services over the next 2 to 3 years, the Priority 
8’s being enrolled, and I know we are moving incrementally what 
type of political pressures are there going to be from the veterans 
service organizations to even make — to accelerate that, especially 
at a time when we have the economic circumstances that we do. 
You couple that with medical inflation, that tells me that the out- 
line — the out-year numbers are too low in the budget that you have 
submitted to us. 

Regardless of what the numbers are, it will require, I believe, 
bold action to ensure that the VA’s health and disability systems 
are effective in delivering timely and quality service to our vet- 
erans. 

I am also concerned about a proposal, and I have spoken to you 
about it, reportedly considering the billing of third-party insurers 
for the treatment of service-connected disabilities. 

I told you in private, which I will also say public, I will be a good 
listener to your proposal; however, I believe that the proposal is 
contrary to our basic national obligation, and that is just how I 
feel. But that is my opinion, and I want to be a good listener to 
what you are proposing to us, and we will have it properly vetted. 

So we will treat your proposal with respect, and we will figure 
out where it lies. 

I also have a growing concern about the VA’s ability to handle 
the thousands of claims it will receive next fall for the new GI Bill 
benefits. 

As you know, I requested the VA Office of Inspector General as- 
sessment of the system being implemented to administer the new 
program. We must have a candid view of any problems as far in 
advance as possible, to ensure the VA is ready and capable when 
the new delivery system comes online. 

The men and women of our Armed Forces do not hesitate when 
called upon to defend our Nation, and I think we, as the govern- 
ment, owe them the timely delivery of the benefits that they have 
earned. 

Veterans will be relying on the VA to make timely GI Bill pay- 
ments to them and their schools next fall, and it is incumbent on 
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Congress and the VA to make sure the program works as it was 
intended. 

Also, when you appeared here last month, I expressed my con- 
cern over varying quality of care standards with regard to veterans’ 
grave sites. 

The Battle Monuments Commission sets, I believe, the gold 
standard. It is followed closely by the National Cemetery Adminis- 
tration. But I am not pleased, however, by the appearance of two 
cemeteries that are maintained by the National Park Service. 
Andersonville in Georgia and Andrew Johnson Cemetery in Green- 
ville, Tennessee. 

They have improved — they have improved it, and I have shared 
the pictures with you, but it is still — we should not have three tiers 
of standards with regard to how we honor those who came before 
us. 

So I am close to the conclusion that the best solution would be 
to transfer the jurisdiction of these two open cemeteries to the VA, 
and I welcome your thoughts on that idea. 

You had told me that you were going to be speaking with the 
Secretary of the Interior, so I anticipate if you could share that 
with the Committee, I would appreciate it. 

I do want to note my particular agreement with the provision in 
the budget summary that states that the highly disabled veterans 
who are medically retired will be eligible for concurrent receipt. 

When I served on the Armed Services Committee and chaired 
Personnel, I had $25 million and I took that and I popped the lid 
off the issue of concurrent receipt, and did it for the 100 percent 
disabled combat veterans. And that was the beginning of what you 
are now bringing to us, a budget for full concurrent receipt and it 
has taken about 10 years for this to happen. 

So I agree with your proposal, in fact it is similar to a provision 
I have that is in one of the Noble Warrior Initiatives I have intro- 
duced. I also introduced the Armed Forces Disability Retirement 
Enhancement Act to simplify the military disability retirement and 
ensure that those found unable to serve will automatically receive 
retirement benefits based on rank and years in service. This is an- 
other issue we have discussed. 

The Chairman has his ideas, I have mine, Danny Akaka has his, 
everybody has got a lot of ideas on how to do this one. We welcome 
your input. 

And with that Mr. Secretary, I appreciate you being here, there 
are a lot of issues to discuss today. 

[Ron Walters, Director of Finance and Planning, National Ceme- 
tery Administration, Department of Veterans Affairs, provided the 
requested technical assistance by telephone to Committee staff on 
March 30, 2009.] 

The Chairman. Again, welcome Mr. Secretary. We are all, I 
think, knowledgeable of your outstanding record of service and per- 
sonal sacrifice to our Nation having served with honor and dignity 
for 38 years in the United States Army, in Vietnam, in Bosnia, Af- 
ghanistan, Iraq, before your retirement as the 34th Chief of Staff 
of the Army. 

You have been called a “soldier’s soldier.” We are looking forward 
to you being the “veterans’ veteran.” 
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We welcome you today and the floor is yours. 

STATEMENT OF HON. ERIC K. SHINSEKI, SECRETARY, 

U.S. DEPARTMENT OF VETERANS AFFAIRS 

Secretary Shinseki. Chairman Filner, thank you, and Ranking 
Member Buyer, thank you for having me here today, and other 
Members — distinguished Members of this Committee. 

Thank you for this opportunity to present an overview of the 
2010 Budget for the Department of Veterans Affairs. 

I appreciate also the opportunity I have had to speak with a 
number of the Committee Members in preparation for testimony 
during what has been a very busy legislative session, but regret 
that I was not able to get to everyone, but that is something I will 
correct in the future. 

Let me also acknowledge and thank the leaders of our veteran 
service organizations who are here today sitting in our audience. 

President Obama has charged me with transforming the VA into 
a 21st century organization. Not change for the sake of change, not 
nibbling around the edges, but a fundamental and comprehensive 
review of all that we do for veterans before moving boldly to ac- 
knowledge new times, new demographic realities, and leveraging 
new technologies to renew our commitment to veterans wherever 
they live. 

I have been conducting that comprehensive and fundamental re- 
view for about 7 weeks now, and would like to offer a quick status 
about what I have learned since my last appearance before this 
Committee. 

New GI Bill. An outside consultant was hired to conduct a quick- 
look study to validate our plans and procedures for executing this 
large new program of educational benefits. The quick look was com- 
pleted on 27 February, and it validated what we are doing and pro- 
vided — validated the procedures and processes that we have in 
place and are executing, but provided us eight additional risk fac- 
tors to consider. I have accepted them all except for one, which I 
accommodated internally. 

I am satisfied that we will get veterans who apply in time into 
schools this fall. It remains high risk because of the compressed 
timelines we have faced since legislation was passed, but we have 
mitigated that risk responsibly, and at this point I consider the 
risk an acceptable one. 

The 2009 plan for the new GI Bill will be a computer-assisted 
manual system. Computer assisted, but manual exercise. We hope 
to move to a fully automated system in 2010. We are just not able 
to get all the pieces in place this year. 

But for 2009, user testing of the interim information technology 
(IT) solution was completed, phase one training for our newly hired 
530 employees began yesterday, and I get updates on how we are 
progressing there. 

The final regulation is at OMB, the contingency plan is finished, 
and final coordination is under way. 

In my opinion all is in order to meet the August 2009 implemen- 
tation date. 

We still have multiple milestones to meet before then, and I will 
continue to keep the Committee updated as we achieve them. 
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Paperless. Our goal is to re-engineer the claims process into a 
fully paperless environment by 2012. 

A leads system integrator has been on board since October 2008 
reviewing our business processes and beginning key design 
deliverables, which we expect by August of this year. 

Application developers will begin building specific components in 
early fiscal year 2010, capitalizing on recent successes with 
VETSNET and leveraging funding that should be available in next 
year’s budget. 

We are already processing loan guarantees, insurance, and edu- 
cation claims electronically, and plan to conduct a business trans- 
formation pilot at the Providence Regional Office later this fiscal 
year. 

In conjunction with this paperless initiative DoD and VA have 
met three times now to address the potential for automatically en- 
rolling all military personnel into the VA upon entry into the 
armed forces. We call this initiative uniform registration. We are 
in agreement about the goodness of such a system and have people 
working toward making it a reality. 

Uniform registration will push both of us, both DoD and VA, to 
create a single electronic record that would govern how we each ac- 
knowledge, identify, track, and manage each of our clients, active 
and reserve component, who populate both of our departments, 
from the moment they first take the oath of allegiance in uniform. 

Our management decisions will be better, faster, more consistent 
and fair, and less subject to lost files or destroyed claims. Such 
electronic records would have a personnel component and a medical 
component. 

We have benefited from the insights and experience and advice 
of Secretary Gates and Deputy Secretary Lynn about not trying to 
build a single large database, so we are committed to doing this 
smartly and differently from some of our past hard lessons learned. 

Electronic health record. In the VA’s experience the EHR, elec- 
tronic health record, has figured prominently in the growth and 
quality of medical services. 

In 1997, we rolled out an enterprise-wide update to our EHR. We 
have been in EHR for about 20 years, but in 1997 we rolled out 
this enterprise-wide update. 

Two years later, by 1999, that update provided a clinical data re- 
pository, including privacy protection, with real-time data flow 
across the entire system with clinical decision support and clinical 
alert templates, notification systems, and disease management fea- 
tures. 

Today it has an imaging capability, EKGs, any test that has ever 
been taken as part of this, studies, procedures, endoscopies, scan 
documents are — can be part of this file. 

International observers have called it — I will say some inter- 
national observers have called it the gold standard in clinical 
informatics. 

What has been the impact? Between 1996 and 2004 this updated 
electronic medical record enabled VA’s ability to handle a 69 per- 
cent-increase in patients and reduced the workload by 35 percent, 
and hold the cost — the medical treatment steady when the cost of 
health care across the country was increasing significantly. 
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Now some would suggest that the VA’s lower costs of treatment 
were as much a function of its lean budget in some of those years 
as they were of efficiencies and delivered services, and I think that 
is fair. But lean budgets were not just visited on the VA in those 
years, but at Medicare and other institutions as well, where costs 
rose 26 percent. So there is a variance between what our perform- 
ance has been. 

On the backlog. I have not made much headway in under- 
standing or solving this dilemma, other than to acknowledge that 
it is a significant obstacle to building trust with veterans and the 
organizations that represent them. 

I am not sure that I have a valid working definition for the back- 
log, but I am working personally to develop that valid definition. 
Not to define myself out of a problem, but if a claim is initiated 
today and I ask is it part of the backlog tomorrow and the answer 
is yes, there is no way for me to fix that. I have to define the back- 
log in a way that gives me an opportunity to measure it and then 
to set about correcting it. 

So this is what I am about. And unless I can validly define and 
measure the backlog I would have a hard time fixing it, and I am 
about fixing it. 

Our efforts to institute uniform registration and create a single 
electronic record will lay a foundation for eventually controlling the 
inputs to the backlog dilemma, but I must find ways to control and 
reduce the backlog as it exists today, and for the time being it is 
a brute force exercise. I put more people into handing these claims, 
because that is the only way to get measurable process. I am not 
sure that is the solution for the long term, and paperless becomes 
important to this consideration. 

So having provided you this quick update, let me now report that 
our proposed 2010 budget is critical of realizing both the Presi- 
dent’s vision for the 21st Century VA, and also my opportunity to 
set about correcting some of these issues that I have described for 
you. 

The proposal would increase VA’s budget. As the Chairman as 
pointed out, $112.8 billion, up $15 billion, or a 15 percent-increase 
from the 2009 enacted budget. This is the largest dollar and per- 
centage increase ever requested by a President for veterans. 

Nearly two-thirds of the increase, $9.7 billion, would go to man- 
datory programs, which would increase it by 20 percent. The re- 
maining third, $5.6 billion, would be discretionary funding and 
would increase that account by 11 percent. 

The total budget would be almost evenly split between manda- 
tory funding, $56.9 billion, and discretionary funding, $55.9 billion. 

The 2010 budget funds the new GI Bill, and would allow a grad- 
ual expansion of health care eligibility to Priority Group 8 veterans 
who have been excluded from VA care since 2003. An expansion of 
up to 550,000 new enrollees by 2012. Further, it contains sufficient 
resources to ensure that we will maintain our quality of health care 
for veterans, which today sets a national standard in my opinion, 
with no adverse impact on wait times for those — or quality for 
those already enrolled. 
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The 2010 budget provides greater benefits for veterans who are 
medically retired from active duty by phasing in an expansion of 
concurrent receipt eligibility to military disability retirees. 

The proposal allows highly disabled veterans to receive both 
their military retired pay and VA disability compensation benefits. 

The budget provides resources to effectively implement the Post- 
9/11 GI Bill and streamline the disability claims process. 

It supports additional specialty care in such areas as aging, wom- 
en’s health, mental health, homelessness, prosthetics, vision and 
spinal cord injury, and it helps extend VA services to rural commu- 
nities, which lack access to care today. 

The details of the President’s budget are still being finalized and 
should be available in April, at which time I am happy to come 
back and address this Committee again. 

So while I lack budgetary detail on specific programs and activi- 
ties today, I do however look forward to answering your questions 
and am prepared to take those questions now. 

Thank you, Mr. Chairman. 

[The prepared statement of Secretary Shinseki appears on p. 57.] 

The Chairman. Thank you, Mr. Secretary. 

When I think about some of the issues that have been brought 
up over the last decade, issues that were thrown on the table and 
nobody listened to them, it is sort of scary to hear you come back 
with all them — so we are really glad to have you here today. 

Mr. Michaud, I will recognize you for 5 minutes, please. 

Mr. Michaud. Thank you very much, Mr. Chairman, Ranking 
Member for having this hearing. 

First, I also want to thank you, Mr. Secretary, for coming here, 
and look forward to working with you as we move forward over the 
next couple of years to make sure that we provide adequate fund- 
ing in a timely manner for our veterans. 

I do have one question, but I also have a comment. I want to fol- 
low up on Congressmen Buyer’s remark. 

You mentioned the backlog and building trust with veterans or- 
ganizations and with veterans. Having not seen the budget lan- 
guage, I have heard the same rumors that I am sure a lot of Mem- 
bers here have heard, about the Administration, whether it is 
OMB, whether it is the President, whoever it is, I don’t know, want 
to have third-party payment on service-connected disability. 

If that is in the budget, I will not be supporting the budget. It 
is unconscionable, and it is an insult to our veterans who have 
been hurt overseas. 

So hopefully you will give that message to OMB as it relates to 
third-party collections for the disabled veterans. It is just unbeliev- 
able that anyone would ever think of doing that in this budget. 

So hopefully it will not be in the budget, but that is what the 
rumor is out there. Hopefully you will do everything you can do to 
persuade those who are pushing this, if fact they are, not to include 
it. 

My comment is that I would like to commend everything that 
you had mentioned about the budget outline that focuses on access 
and services for post-traumatic stress disorder (PTSD), traumatic 
brain injury (TBI), and our rural veterans. 
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As you know, Maine is a very rural state. We have a large num- 
ber of veterans in Maine, and I look forward to working with you 
to provide our veterans with greater access to PTSD services. 

Can you offer the Committee your ideas on how VA plans to 
make these services available to rural veterans? And could you 
offer the Committee your assurance that the VA will work with 
Congress to ensure that these priorities will be enacted into law to 
take care of our veterans? 

Secretary Shinseki. Certainly, Congressman. 

I will tell you that I have been engaged in discussions about the 
rural health issues with a number of Members of this Committee, 
as well as other Committees, and I am sensitive when I look at a 
map about how much of the country is either rural or highly rural, 
and that provides challenges. 

I think for us the movement in the VA away from singular hos- 
pitals as the only measure of health care deliverability to other op- 
tions that included community-based outpatient centers (CBOCs), 
outreach clinics, mobile clinics, and so forth is the right move, and 
it has been under way for some time now, we are just building 
more capacity here. But it does reach not only the veterans who 
can’t get to the hospital, but gets to those areas where there are 
no hospitals, and I will continue to treat this as a priority. 

I think you know that we are implementing a rural health pilot 
project involving mobile clinics at four of our Veterans Integrated 
Network Services (VISNs), and we will look to the goodness that 
comes out of that to inform us on how much faster and what else 
we can do in that area, but I am sensitive to the issue and this 
will continue to be a priority. 

Mr. Michaud. Well, I want to thank you very much for making 
it a priority, because those are a lot of the complaints that we hear. 
For those of us who are from rural areas it is that whole access 
issue, so I really appreciate your making that a priority, look for- 
ward to working with you, and really appreciate your willingness 
to meet with Members of Congress on both sides of the aisle to get 
our concerns and hear them in advance before you move forward 
with policy. I really appreciate that. 

And I realize that you have a boss as well, and you have to deal 
with OMB, so hopefully you will deliver that message, and when 
we meet — or when I meet with the OMB director I will be deliv- 
ering that message personally as it relates to collections for soldiers 
who are injured on the battle field. 

So thank you once again, Mr. Secretary, for coming here today, 
appreciate it. 

Secretary Shinseki. May I just add a point here? That is a con- 
sideration. It is not in the budget, but it is a consideration, and I 
will be sure that your concerns are delivered. 

And again, we are talking in health care the two aspects of this 
are delivery of health care and the financing of it, and this is about 
the financing. 

I want to assure you that there should be no concern about the 
delivery, that we will provide the best quality health care we can 
to our veterans. That is not discussable. 

Mr. Michaud. Thank you. 

The Chairman. Thank you, Mr. Michaud. 
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Mr. Moran. 

Mr. Moran. Mr. Chairman, thank you very much. 

General, thank you for joining us today, and thank you for the 
opportunity I had to visit with you in my office earlier this year. 

There are a couple of bills that are being implemented, or should 
be implemented, by the Department of Veterans Affairs in this cur- 
rent year. 

One, you mentioned in your testimony, the GI Bill, and I look 
forward to working with you on this bill. I hope you will spend a 
lot of time with veterans and with financial aid officers at univer- 
sities and technical colleges trying to make certain that we do this 
in a very effective manner. 

Second is the implementation of a bill that I introduced that be- 
came law last November. 

You mentioned four VISNs in an implementation of mobile vans 
in rural areas. There is also another rural program that we created 
in the last Congress that you will be implementing, and I want to 
stress that how it is implemented is so important, because I want 
this program to succeed. 

And that is that if there is no outpatient clinic or VA hospital 
within a certain distance of our veterans, that in four VISNs you 
are to implement a pilot program in which you contract with local 
providers to provide those services to veterans. 

One of those VISNs is, in fact, the two VISNs that I represent 
in the state of Kansas, are included in that pilot program, and I 
would love to have the opportunity to visit with the appropriate 
staff, personnel at the Department of Veterans Affairs about this 
implementation if you could make that possible. 

In addition to those two implementations, I would be delighted 
to hear your thoughts about health care provider recruitment and 
retention. 

As I listen to my VISN directors and hospital administrators 
within the part of the VA that I represent or the geography that 
I represent, the Department of Veterans Affairs is no different than 
the private sector in many ways regarding to the inability to at- 
tract and retain the necessary health care professional. It is par- 
ticularly true I think in specialties, but specialties dealing with 
mental health, mental illness, at a time in which the need seems 
to be a priority of ours. 

And finally, I would like your comments on advanced appropria- 
tions. My understanding, from comments that you made and that 
President Obama made, is that the Administration would be sup- 
portive of legislation allowing for advanced appropriations. 

It is my understanding that there is some belief that you are now 
talking about a timely funding as compared to advanced appropria- 
tions, and I was interested in knowing the difference between those 
two phrases. And I thank you, sir. 

Secretary Shinseki. I am not sure I can answer the last question 
there, but let me start with the beginning. 

We need to be better at recruiting and retaining health care pro- 
fessionals and workers for rural areas. 

The VA is working with the National Rural Recruitment Reten- 
tion Network to one, to be linked in with them, but also to get bet- 
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ter at the business of training our people, our recruiters on how to 
do this. So we are taking that on. 

There are incentives for recruitments such as the Education Debt 
Reduction Program. And besides that, we also look at the oppor- 
tunity to employ an outreach clinic, which is not a full-time clinic 
in a given area, but we will go for a period of time, set up a clinic, 
bring in all the health care professionals we need, and conduct the 
clinic for a regular, but limited time, and see as many patients as 
need to be seen. 

The patient load is not enough to keep that clinic open full-time, 
but it gives us an opportunity to one, see what the needs are, and 
also address some of these issues. 

Regarding advance appropriations. I believe a couple testimonies 
ago I indicated that I think even then that I said my preference 
was for timely budgets. 

My experience with continuing resolutions always pointed up 
some difficulties for those of us that had missions to execute, espe- 
cially where health care and other services were concerned, and if 
timely budgets were not available, then advanced appropriations 
may be an appropriate alternate way of looking at this. 

I now understand that timely budgets are what we are going to 
do, and so that is what I am going to go to work on, my piece of 
it. 

Mr. Moran. Mr. Secretary, thank you. 

It is pleasing to me that you are able to speak on behalf of Con- 
gress, that we are going to do our work in a timely fashion and 
avoid continuing resolutions. I hope your optimism is founded. 

The Chairman. Thank you, Mr. Moran. 

Ms. Herseth Sandlin. 

Ms. Herseth Sandlin. Thank you, Mr. Chairman. 

Secretary Shinseki, thank you for being here today, thank you 
for your testimony. We had a chance to visit again earlier this 
week, and I look forward to continuing to work with you to 
strengthen and transform the VA to meet the needs of our Nation’s 
veterans. 

Thank you for helping craft the largest ever increase in VA fund- 
ing. I appreciate the VA’s commitment to assuring that it has the 
resources it needs to meet a very long list of challenges; however, 
Congress must also conduct proper oversight to ensure that tax- 
payer dollars are spent wisely and that programs are implemented 
effectively, and more funding can’t alone guarantee better services, 
aggressive oversight is also needed. 

Now as you know I serve as the Chairwoman of the Economic 
Opportunity Subcommittee, and along with the distinguished 
Ranking Member, Mr. Boozman, we have been working closely in 
our oversight capacity with Keith Wilson, Director of the Education 
Service, and Stephen Warren, the Principal Deputy Assistant Sec- 
retary for the Office of Information and Technology. And just re- 
cently on February 26 we held yet another oversight hearing to re- 
view the VA’s process in implementing in Post-9/11 GI Bill, which 
you addressed in your opening remarks. 

Now at that hearing, Mr. Wilson and Mr. Warren indicated what 
you have indicated today, that the VA remains on schedule to im- 
plement this new benefit by the August 1st, 2009 deadline. And 
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while we remain cautiously optimistic that the program will con- 
tinue to move ahead on schedule, we also know that any disrup- 
tions to the plan will likely cause the VA to miss that deadline. 

Now in your opening statement, you indicated that the fiscal 
year 2010 VA budget will fully implement both the short-term and 
long-term goals of the Post-9/11 Veterans Education Act, and I ap- 
preciate your continued support for the program, and I encourage 
you to be up front and open with the Committee if any problems 
arise or if any additional resources are needed. 

Could you perhaps address or share your thoughts on the con- 
cerns that have been recently expressed regarding the variance of 
the benefit by schools, by states, and how we can go about address- 
ing those concerns without disrupting the August 1st deadline? 

Secretary Shinseki. I understand there has been some concern 
expressed. I am not totally familiar with all of them. I am told they 
are not a single concern, but I am on a timeline right now that is 
fairly precise. 

New forms are going to be available on 28 April. Veterans apply 
for certificates of eligibility, 1 May. VA processes enrollment infor- 
mation from schools and authorizes payment, 8 July. Tuition fee 
payments are issued to schools beginning first week in August. 
Housing allowance, books, supplies, stipends, et cetera, 2 Sep- 
tember. 

It is a very tight timeline. I am willing to work these issues. I 
am just concerned that if I have to pull back the regulation that 
it has taken us 8 to 9 months to put in place to adjust them and 
to undo some of the programs that we have already put in place 
and have begun training on, that it risks this timeline. 

So I am happy to take on the concerns. I am not sure that I can 
do it this year and also meet the August start dates. 

Ms. Herseth Sandlin. I appreciate your thoughts. 

Secretary Shinseki. I will analyze that. 

Ms. Herseth Sandlin. Mr. Secretary, we look forward to work- 
ing with you on that. 

Thank you, Mr. Chairman. 

The Chairman. Thank you. 

Mr. Boozman. 

Mr. Boozman. Thank you very much. 

Again, we appreciate your service, and I really look forward to 
working with you in the future, and we appreciate you being here. 

The forward budgeting, again, that seems to me like it — I know 
you have been in a situation where because of continuing resolu- 
tions and things like that you start having to juggle money around, 
but it does seem like if that were done correctly, and I don’t really 
have the answer to it, but it does seem like something that we real- 
ly ought to look to in the sense that when you start juggling funds 
around like that when we put the agencies in those situations, and 
Congress is the one that is doing that, and I think, you know, if 
you look at past Presidents, it is not a partisan thing, you know, 
it happens on both sides regardless of who is in the White House, 
regardless of who is controlling Congress, but it does seem like that 
is a way to actually save some money. That, you know, you would 
be in a situation where you could better look at your budget and 
then again actually save some money from not juggling around. 
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So that is something that is going to be coming up again. I would 
just encourage you to really look at that and then give us some 
good ideas and some good guidance as to, you know, if that is pos- 
sible to implement. 

The other thing is — you know, I am excited about hearing that 
we have the potential to increase our Category 8s as far as serving 
them. 

One of the concerns though, that we have had is that we have 
worked really hard to get our times down and things, is that we 
do that and then we don’t put the resources in place, the added 
personnel, the added infrastructure and things like that, and so 
then we go back to the waiting times that we have worked so hard. 

I understand the importance of that. My dad was in the Air 
Force for 20 years and was a recruiter, and a lot of these individ- 
uals, you know, were told that they were going to get health care 
and things, and so I think it is an important commitment, some- 
thing we need to do. 

Can you comment on that? I guess at some point in time we are 
going to have 525,000 additional Category 8s, so half a million peo- 
ple. Can you talk to us a little bit how you are prepared to do that? 

Secretary Shinseki. Yes. The timeframe of establishing this pro- 
gram, beginning in June of this year out to 2013 and hitting that 
550,000 potential enrollee mark is designed to let us get it started, 
and then adjust as we go. I mean, if it is possible to go faster then 
certainly we can do that, if not then we need to slow things down. 

The issue here is to ensure that we don’t put at risk any of the 
programs or any of the quality of services being provided to enroll- 
ees today, to veterans who enroll today, and so that — your question 
is appropriate. I will have to look at this as we start and increase 
the program. 

As I indicated, the first year up to 266,000, which is a significant 
number. We think we can handle that. 

Mr. Moran. I thank the gentleman from Arkansas for yielding. 

Mr. Secretary, is your philosophy or your belief that all veterans 
should be covered? All Category 8 veterans should be included in 
the health care delivery system, and it is just a matter of getting 
us to that point in an orderly fashion that doesn’t cause a det- 
riment to the rest of the system? Or do you believe that under a 
certain set of criteria those veterans should be served? 

And I thank the gentleman for yielding. 

Secretary Shinseki. Priority Group 8 veterans are veterans. 
What distinguishes their entitlements right now is circumstances 
that have to do with economics or location, but they are veterans. 

If it is within my ability to reach them, I don’t know how to not 
include them in the consideration. 

Whether I can find ways to reach the affordability factor here, 
I don’t know, but this is why this program is phased in over a pe- 
riod out to 2013. That will give us an opportunity to assess how 
we are doing and ensure that we are maintaining the quality 
standards I am describing here, and then make decisions at some 
point down the road. 

To answer your question, whether all Priority 8 Group veterans 
should be included, today I can’t tell you how many are in the Pri- 
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ority Group 8. I need to come to some way of estimating that before 
I can fully answer your question. 

Mr. Moran. Thank you, Mr. Secretary, thank you, Mr. Chair- 
man. 

The Chairman. Thank you. 

Mr. Hall. 

Mr. Hall. Thank you, Mr. Chairman and Ranking Member 
Buyer, and thank you Mr. Secretary for your service, and for the 
President and you showing the overwhelming support of veterans 
that you have shown in this budget. The first time I believe in our 
history where an Administration has proposed a budget that ex- 
ceeded the recommendation of The Independent Budget. 

And I also want, as the representative from New York’s 19th Dis- 
trict, home of your alma mater, West Point, to say that the vet- 
erans in my district are especially proud of you and supportive of 
your service now as Secretary. 

In regards to the budget, I understand you can’t go into specifics, 
but I would like to ask you about PTSD in particular. 

As you know, I have a bill introduced in this Congress that 
would establish service in the theater of combat as a presumptive 
stressor for the occurrence of PTSD. 

For too long, I believe veterans have had to leap through hoops 
or over hurdles to prove specific events that caused their trauma, 
and my bill would remove this burden if they served in the uniform 
of this country in a war zone. 

Can you tell us your thoughts on how the VA could facilitate 
such treatment and compensation for PTSD and how the budget 
would play a role in this? 

Secretary Shinseki. Are you referring here to the determination 
of precursor for PTSD based on 

Mr. Hall. A presumptive stressor being established in this legis- 
lation. 

Secretary Shinseki. I would start out by first pointing out that 
I am not a clinician here, and so I rely on those experts who help 
me understand what might be the precursors for validating PTSD 
as a condition. 

I do know firsthand that you don’t have to be in combat to go 
through trauma that could result in PTSD. I think there are ample 
cases of assaults on women that give us an understanding that 
that is enough of a traumatic experience to create the conditions 
for PTSD. 

So my sense here is this is an area that requires a clinicians de- 
termination, but I would — I would also say that I have been in 
operational zones where servicemembers have been exposed to con- 
ditions that were horrific enough, they were not involving combat, 
and PTSD determinations were made on those individuals being in 
an operational environment. 

I am willing to work with you in trying to understand how we 
best address this issue, PTSD, and TBI issues, which we are trying 
to put our arms around with regard to mental health as an area 
for us to spend more effort in. 

Mr. Hall. Thank you, sir. 

And the legislation does require diagnosis of the symptom, so it 
is not just having been there, and I appreciate your comments on 
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different people handling different experiences in a different way, 
but I thank you and look forward to working with you on devel- 
oping and refining that legislation. 

Regarding the IT progress that is being made in response to leg- 
islation this Committee passed, can you tell us — give us an update 
as to where the Department’s efforts are in this area and how con- 
fident you are that when the IT account level is established it will 
be sufficient to meet the requirements mandated by Congress? 

Secretary Shinseki. You are looking for where we are going to 
put our priorities? 

Mr. Hall. Well and just sort of an update to tell us somewhat 
about the paperless — moving toward a paperless claims system. 

You also talked about, you and the Secretary of Defense, which 
I think is a terrific idea, having single enrollment so that starting 
with new servicemen and women that record would then hopefully 
continue and already be in the system, and that will obviously help 
future cases. But in terms of our existing veterans population, how 
is it being approached and what kind of progress are you making 
so far in moving toward paperless claims in particular I am con- 
cerned with? 

Secretary Shinseki. In terms of just the IT arena, we are 
strengthening our network security operation in terms of tools, 
standardizing desktop systems and components, and beginning to 
put into place our process for determining how to attack the back- 
log. 

Based on our experience with what the electronic health record 
did for us in terms of health care between 1997 and 2004, we are 
looking to have the same kind of effect by smartly introducing IT 
into this area of adjudication. 

As I think I have mentioned before, 11,100 adjudicators today — 
actually it is 11,300 since the last time I was here to testify. That 
is a leadership issue, that is a training issue, but it is still a brute 
force solution that right now the way I get faster at this is to hire 
more people. 

I am not sure that that is the solution, and I am looking for a 
way to address this quickly, and IT is very much a part of this. 

Mr. Hall. Thank you, sir. 

Thank you, Mr. Chairman. 

The Chairman. Thank you. 

Mr. Bilbray. 

OPENING STATEMENT OF HON. BRIAN P. BILBRAY 

Mr. Bilbray. Let me start all over again by saying I want to 
thank you for your fresh approach. 

But actually, Mr. Secretary, I want to say sincerely I appreciate 
your fresh approach. There is a lot of people that have had your 
hot seat, and believe me it will be tough, and I just want to say 
that I think that we are starting off on a good footing. I think it 
is something that both sides can really hope for your success, pray 
for your success, but more importantly work together for your suc- 
cess. And as son of a veteran both of deceased veterans and a 
mother who still are getting benefits from your organization, your 
department, I appreciate your approach to this. 
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My only warning to you is that 2 years from now, let us just hope 
we have that much of a positive, and that is a challenge of all of 
us working together. 

And I just have to tell you personally being a personal friend of 
the Chairman, believe me, he can be a tough overseer. He can be 
one of the toughest guys I have ever worked with, especially when 
you are at your end of the dais, so I look forward to your success. 
I look forward in a few years being able to look the Chairman in 
the eye and matching him success for success. So good luck, okay? 

Secretary Shinseki. Thank you. 

The Chairman. Thank you, I guess, Mr. Bilbray. 

Mr. Perriello. 

Mr. Perriello. Good afternoon. 

Let me begin by thanking Chairman Filner and Ranking Mem- 
ber Buyer for convening this important hearing on the Department 
of Veterans Affairs. Let me also thank everyone on the Committee 
for their prayers and thoughts for my family during my absence 
over the last couple of weeks due to the loss of my father, who was 
proud to have worn the uniform of the U.S. Army. 

Secretary Shinseki, I want to echo the sentiments of my col- 
leagues in welcoming you back to the Committee, and for all of 
your service to this country when you wore the uniform and in your 
current capacity. 

It is indeed exciting to see such an unprecedented commitment 
to veterans, and it is a timely moment for this leadership surge as 
we see the unprecedented convergence of some very severe chal- 
lenges. Veterans returning home to a very bleak job market, re- 
turning home to a bleak housing market, and dealing with the un- 
precedented mental health challenges of PTSD and TBI. 

It is a great time to have your leadership and a very challenging 
time in terms of living up to the pledge we have made to our vet- 
erans. 

I would also like to recognize the VSOs present here today for 
their work in preparing The Independent Budget, which has been 
met, matched and exceeded. Thanks also for increasing intergen- 
erational cooperation between veterans past and present. It has 
been very helpful to all of our offices to be able to share your 
breath of wisdom. 

As a representative of a rural district, I just wanted to ask you 
two questions. One, specifically what commitments we are ready to 
make to ensure we are taking care of those veterans returning to 
rural areas? And two, the strategies for addressing the specific 
challenges of the current economic environment into which our vet- 
erans are returning. 

Secretary Shinseki. Congressman, I think I will quote President 
Obama here when he says, “That veterans lead in lost jobs, home- 
lessness, substance abuse, and a tendency toward being part of 
that suicide discussion.” 

And so, my sense is that if we are able to help up front, first 
order of things here matter. If veterans come home and we have 
a good way to identify who they are, get them into our programs. 
For those who are injured, get them safely and completely through 
the vocational rehab process. 
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I know that right now we are not doing very well at that. Many 
of them indicate interest, lesser numbers show up, and even fewer 
complete the program. Some of that has to do with economics, and 
I need to get inside of that. But we show that if they will complete 
that program the opportunity for placement and successfully get- 
ting a job is much higher. 

Both Secretary Donovan from the U.S. Department of Housing 
and Urban Development (HUD ) and I have appeared before the Co- 
alition for Homeless Veterans to hear them primarily, but then for 
the both of us to commit to working on the homeless veteran issue 
in this country. It used to be about 240,000, today it is 154,000. 

I would like to tell you that there are some programs out that 
there that we have found to have been successful in reducing by 
40 percent that number. And again, these are estimates, so I am 
a little reluctant to put a hard pencil on it, but I am told that we 
have reduced those numbers significantly. 

If we can get these veterans back and keep them from going 
homeless I think we have a much better chance with our programs. 
If it is substance, abuse to get them off of it. If it is educational 
initiatives, to get them engaged in vocational rehab training, and 
get them situated for turning a page and being successful in the 
next phase of their lives. 

These are all successful people, they were successful in uniform, 
and our responsibility here is to get them back on that track again. 

If we can do that up front, and that requires the VA working 
with DoD to get this transition into our programs, working with 
education for those issues, working with the U.S. Department of 
Health and Human Services (HHS) for the health care issues, 
working with labor on jobs, and HUD for housing, we have a much 
better opportunity to reduce the 154,000 homeless veterans today 
to something significantly less. 

Mr. Perriello. Well, I just want to commend you for your sup- 
port of vocational and on-the-job training programs. For many of 
the veterans in my district this is a top priority. The GI Bill, ex- 
pansion in education has been great. 

I have authored a bill, which would expand on-the-job training. 
Vocational and skills training programs are really a lifeline to liv- 
ing wage jobs in my area, so I commend your support of this and 
look forward to working with you on it. 

The Chairman. Thank you. 

Mr. Roe. 

Mr. Roe. Thank you, Mr. Chairman, and thank you General for 
coming by the other day and visiting my office. 

And it just, as I was sitting here I remember when I was in col- 
lege when the entire budget of the United States was $100 billion, 
and now the VA budget is over $100 billion this year. 

Just a couple of comments. One, on the Category 8 veterans. I 
was glad to hear you say in your testimony, or your answer I 
should say, that veterans are veterans. 

And we may have talked, I think, last week in my office about 
a veteran that I know that is a sheriff in a county, and the county 
is so poor that they can’t provide health benefits for their county 
employees. No county employee has health insurance. This veteran 
makes a little bit more money as a sheriff of the county than is al- 
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lowed apparently, and I am not sure what that number is, and I 
don’t know whether this 10 percent-boost will help him or not, but 
he should be able to go to the VA medical center in his district, 
which is close by, and I am glad to hear you say that, and I would 
like to work with you to make that — and this Committee, to make 
that happen for all veterans. 

On the backlog. I was just wondering if you know any of the — 
or do you know the demographics of our veterans population now 
that they are currently using the VA? 

And the reason I bring that up is because just looking at this 
budget going forward it doesn’t seem like that it is realistic. If we 
raise it 10 percent this year and then look at a 2 percent basically, 
which is not going to be inflation for the next several years, that 
doesn’t seem to be adequate to me to do that. 

Would you comment on that? 

Secretary Shinseki. Well, I would just offer that timely budgets 
allow us to work the budget that is being considered, just as we 
did this one. And I think I would share the concern looking out 
that more work needs to be done as we get to those budget years 
to get resource levels where the priorities that I think we will be 
facing will be appropriately addressed. 

It also touches, I won’t say directly, but it also touches on the 
issue of advanced appropriations. Because sitting here looking out 
several years and trying to figure out how to put that in place I 
think is the reason that timely budgets become discussable. 

And I will accept Mr. Moran’s caution here. I was not suggesting 
that I could do this, I was just suggesting that I will do my part. 

Mr. Roe. I guess the question I am asking is, as we look at the 
veterans that are currently using our facilities, 1,500 or so World 
War II veterans are dying every day. And what percent of the VA 
budget is going to caring for them and then the other Vietnam vet- 
erans and so forth that we know are going to be around a while 
longer? 

Secretary Shinseki. I am sure there is a number, Mr. Roe. I will 
try to go figure it out, but I don’t have that detail today. 

Mr. Roe. Yeah, that is very important in going forward in to 
know whether your resources are going to be — whether you may 
have less demand, who would know. 

Secretary Shinseki. Yes, our Vietnam veterans are today the 
largest population of our veterans. 

Mr. Roe. So that obligation is going to be going on for a while. 

Secretary Shinseki. Right. 

[An April 20, 2009, follow-up letter from Secretary Shinseki to 
Congressman Roe, regarding the percentage of the budget going to 
care for World War II, Vietnam Veterans and other veterans of 
other eras, appears on p. 143.] 

Mr. Roe. I guess the other question we talked about we are 
changing this electronic medical record. And to answer Mr. Hall, it 
is going to be more money than you think it is going to be. We did 
that in our own office and changing our medical records to elec- 
tronic medical records was a very expensive undertaking and a lot 
more laborious than we thought it was going to be, but I think it 
is essential that we do that. 
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And what I would recommend you looking at doing, it worked for 
us, is any new veteran that comes in enter them into the EHR sys- 
tem. And exactly what we were talking about, when a soldier is 
signed up today enter them into the system. And then as you have 
an active file open up do that person. One that is working along 
just fine get to them later. And I think you will find that works 
pretty — and of course the archive files, I wouldn’t fool with them 
unless something came up. 

Mr. Bilbray. Would the gentleman yield on that point? 

Mr. Roe. Yes, the gentleman yields. 

Mr. Bilbray. Yes, I would have to echo that strongly. Rather 
than having to go back and recapture old information, actually 
phasing it in is by far a much more effective way to be able to im- 
plement the program, and I just have to really reinforce what the 
doctor is pointing out here, and I yield back. 

Mr. Roe. Thank you. Yes, that is the method we used and it 
worked fairly well. It will be hard, it will be difficult any way to 
do, but I look forward to getting that started and getting done, be- 
cause I think that is going to be part of being able to get that infor- 
mation out there and handling it appropriately to get this backlog 
of 900,000 people. And I agree with you, are you a backlog when 
you just — are you 900,001 if you sign up today then you will be 
part of the backlog. 

So thank you. 

Secretary Shinseki. If I might. Electronic health records have 
other benefits, and I know there is cost associated with it. But for 
example, in 1996 patient records were available to the doctors 
about 60 percent of the time, today with our electronic health 
records, 100 percent of the time a doctor has a record with a pa- 
tient, and not just the form, but every chest x-ray, every brain 
scan, every blood test for the history of this patient is available so 
that the doctor can make some longitudinal decisions based on 
what has happened here. 

In 1996, the VA lagged industry in terms of pneumonia vaccina- 
tions for patients over age 65 at about 28 percent. Today we are 
at 94 percent, and all of this is information available to health care 
providers to make the right decisions. 

And I think that this increases the quality of health care and re- 
duces the cost, because it is preventative. It also allows us to do 
our part in reducing that figure that is out there about 100,000 pa- 
tients falling victim to medical errors or poor decisions because of 
lack of current records. So there are other returns here. 

The Chairman. Thank you. 

Mr. Walz. 

Mr. Walz. Well thank you, Mr. Chairman, and thank you Mr. 
Secretary once again for being here. 

The Chairman mentioned it might be a little lonely there, but 
you know there are plenty of people that have your back. I see 
some friendly faces. I see Paul Rieckhoff and Rick Weidman and 
Steve Robertson and others, they are always there for you. They 
are always there and they speak for millions of veterans, and we 
are all in this together. 

So I really appreciate your assessment on the GI Bill, your very 
candid assessment of this claims backlog. I think that is refreshing 
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to let us get at it. I think your assessment that it is going to take 
brute force might be the only way to do it right now, but it gets 
us back to how do we make sure that start to reduce that and we 
start to get smart in the future? 

I agree with you, and this electronic medical record is a big one. 

And I will throw one in on top of that, that you said that there 
are people that believe that is the best. I represent the Mayo Clin- 
ic, and they always echo that, that the way that the VA handles 
their medical records is the best in the world, and they pioneered 
the procedure, and they have done it on a massive scale themselves 
too. 

And so Dr. Roe’s cautions about this, it is very — it is much more 
difficult than creating a database, and it is much more than just 
putting things into the computer, it is how we use them and the 
ease of use to not only save money but to improve patient care. 

I just have one question. I am very excited too about your open- 
ing comments. When you were here last time you talked about a 
uniform approach to registering folks — when they raise their hand 
to defend this Nation they have also raised their hand to be part 
of the VA system — and a way to get to that. 

So my question deals with seamless transition. I brought it up 
before. The Chairman has been very proactive on this and has al- 
lowed me to ask some of these questions, then to move forward. 

My question deals with how are we going to get to that? Because 
the one thing I always know whenever I am in this Committee 
room, nobody from DoD is ever here, and that poses quite a prob- 
lem. It is very difficult on interoperability, and this is one of the 
questions I want to ask. 

I, too, am very pleased with the budgeting and all that, but I am 
also concerned, many of these issues do need the funding, but it is 
more than just the funding, it is intelligent funding, it is how we 
use them, it is how we force that seamless transition in interoper- 
ability. 

So I just want to ask maybe a generalized question on this. How 
do we go about that? 

In the National Defense Authorization Act last year, and the 
year before, there were some initiatives in there to get going on 
this. There was one very specific one on the Eye Care Center of Ex- 
cellence. And the VA, under Secretary Peake, I think, took a very 
proactive forward-leaning approach and got after it. DoD, I have a 
hard time getting phone calls returned, and it takes a story in USA 
Today to start pushing, okay, we are going to get going on this. I 
think they do a very good job. You have been there; I have been 
there. They see themselves as war fighters. They also have to un- 
derstand with a little bit of front help on this we can also take care 
of these warriors during their lifetime. 

So I would just like to ask, I know it is a bit subjective and a 
general question. How do we bridge that gap? How do we get inter- 
operability? How do we — those of us in this room — make sure that 
Chairman Skelton’s Committee is ready to sit down with Chairman 
Filner’s Committee to figure this seamless transition out once and 
for all? So please. 

Secretary Shinseki. Well, the way I have approached this is to 
take this on at Secretary Gate’s and my level, and he is been more 
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than forthcoming. I have met with him personally three times. We 
have discussed this issue. And I will tell you not everybody in the 
room was necessarily in agreement on whether to do this, but with 
his leadership and his determination, we are moving forward on 
uniform registration, and that will become the forcing function. If 
we agree to that, then the electronic record becomes a by-product 
of that decision. 

Mr. Walz. And the timeline on that? You were looking at 2012, 
or did I hear that correctly? That is kind of the 

Secretary Shinseki. Well, that is for going paperless inside our 
claims adjudication process. 

Mr. Walz. Okay. 

Secretary Shinseki. I don’t know how soon. 2012 would be well 
off the timeline. 

Mr. Walz. How is that funding mechanism going to work? When 
we fund for the VA and the DoD how do we ensure these — this 
seamless part, this compatibility, these joint operations? How do 
we ensure that funding is steady, and as I said, intelligent, and we 
are not duplicating, we are not creating our own silos and the 
things that we have done for years and years and year? Do you 
have any vision on that? 

Secretary Shinseki. Well, there is always the tendency for that 
to happen. 

This will require leadership on both of our parts to agree on a 
single electronic record, and force the people that are going to be 
the users of that record. 

If it is our medical personnel, bring doctors and nurses from both 
sides into a room, a small room, and have them define for us what 
that electronic record ought to look like. 

We each have one today. The problem is they are not identical, 
and while you can extract information from each other’s systems, 
it is not fully open architecture where you can pass the entire 
record, which is the problem we have today. We can’t take the 
record when an individual transitions. 

So we need to get at that, but it is going — that is a leadership 
issue here. And we both left our own systems with probably design 
and upgrade to our current system, and that is what we are 
against. 

We want to come up with a system that is going to serve both 
of us, and whatever it looks like that is the requirement we should 
be building to. 

Mr. Walz. Well, I appreciate that, and I feel great confidence in 
the two leaders we have there, and so that is comforting as a first 
start. 

Thank you. I yield back. 

The Chairman. Thank you. 

Mr. Bilirakis. 

Mr. Bilirakis. Appreciate it very much, and thank you for your 
service, General. 

I have one question regarding concurrent receipt. I understand 
that the budget will expend funding for concurrent receipt. Can you 
elaborate a little bit? 

Thank you. 
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Secretary Shinseki. Concurrent retirement disability compensa- 
tion is going to be put into place over the next 4 or 5 years, but 
it begins 2010 with the highest disability categories, and then in- 
crementally, so that in the 2013, 2014 timeframe we are looking at 
the 10 and 20 percent military disability retiree having that enti- 
tlement in place. 

Mr. Bilirakis. As far as medical retirees, my understanding is 
that if you have less than 20 years you will receive up to 50 per- 
cent of the VA rating; is that correct, General? 

Secretary Shinseki. I don’t have the details exactly of what less 
than 20 years in this category, but I would be happy to provide you 
the details that will address the entitlements in 2010, and then 
each there after. 

Mr. Bilirakis. Thank you. Thank you very much, we would like 
that. 

Secretary Shinseki. It is a cascading set of military disability re- 
tiree from the highest categories down to 10 and 20 percent in the 
2013, 2014 timeframe. 

Mr. Bilirakis. Okay, I would like those details. Thank you, sir. 

Secretary Shinseki. Okay. 

[The VA subsequently provided the following information:] 

CONCURRENT RETIREMENT AND DISABILITY PAY 

• CRDP is a “phased-in” restoration of military retired pay first authorized by the 
Defense Authorization Act of 2004, effective January 1, 2004-retroactive pay- 
ments started in September 2006. 

• The Defense Authorization Act of 2005 eliminated the phase-in of veterans enti- 
tled to a schedular 100 percent-evaluation. 

• The Defense Authorization Act of 2008 eliminated the phase-in requirement for 
individual unemployability recipients, retroactive to January 1, 2005. 

• Retiree must have 20 years of service and be evaluated at 50 percent or more. 

• CRDP is retired pay, is taxable and enrollment is automatic. 

• VA computes the CRDP amount based upon Base Rate and Phase-in schedule. 


2004 Base Rate 

Combined Disability 
Evaluation 

CRDP Payable 

100% 

$750 

90% 

$500 

80% 

$350 

70% 

$250 

60% 

$125 

50% 

$100 


Phase-in Schedule 

Year 

Waived compensation payable in addition 
to base year amount 

2005 

10% 

2006 

28% 
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Phase-in Schedule 

Year 

Waived compensation payable in addition 
to base year amount 

2007 

49.60% 

2008 

69.76% 

2009 

84.88% 

2010 

93.95% 

2011 

98.18% 

2012 

99.64% 

2013 

99.96% 


• VA has released over 100,272 CRSC and CRDP retroactive payments totaling 
over §286 million. 

• As of May 1, 2009, 256,329 military retirees are receiving CRDP. 

CRDP NEW CHAPTER 61 COHORT 

• 2010 budget expands benefits to include chapter 61 disability retirees with less 
than 20 years of service at all disability levels, not just 50 percent and above. 

• 2010 budget for CRDP totals $47 million. 

• New chapter 61 cohort has separate phase-in schedule based on combined de- 
gree of disability. 


Phase-in Schedule 

Year 

Combined Degree of Disability 

2010 

100% & 90% 

2011 

80% & 70% 

2012 

60% & 50% 

2013 

40% & 30% 

2014 

All Ratings 


• Key point: The amount available for either CRSC or CRDP is the amount of 
retired pay earned (2.5 percent x years served x base pay). 

The Chairman. Thank you. 

Mr. Snyder. 

Secretary Shinseki. Once the budget is completed. 

Mr. Snyder. Thank you, Mr. Secretary. I am sorry I was not 
here for your opening statement. 

I wanted to just make one comment, and then give you your soft- 
ball question for the day so that — the only comment I want to 
make is we are waiting on the details of the budget is, one of the 
issues that has come up through the years is in a way, I think, it 
has been a double counting of Federal research dollars. And by that 
I mean, I will just use some numbers that are not realistic, but let 
us suppose you have a pool of money at National Institutes of 
Health (NIH) of $50 million and the Veterans Health Administra- 
tion is able to get $10 million of that to help with their VA re- 
search, and then we see a budget number that says oh, we have — 
they put $40 million, they have $50 million of research dollars, and 
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you add those numbers up and you say we have $100 million of re- 
search going on, when in fact we only have $90 million of research 
because the money gets, you know, the NIH folks and the Congress 
that look at it say oh, we have a good number here, and we look 
at this number and say oh, it is a good number here, but in fact, 
it is a double counting of money. And I would encourage you to sort 
those numbers out in a way that is transparent. 

I hope that the VA will be competitive, that VA researchers will 
be competitive for other sources of funds, but let us not try to fool 
anyone into thinking that somehow we have this great plussed up 
number, if in fact what we are doing is counting on good research- 
ers to get dollars from other sources. 

I think we need a good healthy number that involves your dol- 
lars, and that is one of those issues that several of us have been 
following along through the years, and have been pleased with the 
quality of research that can come out of the VA system. 

My softball question is this. You are a guy who came out of a 
system, a fairly dramatically different system, that you have com- 
mitted almost all of your adult life to and you are now into a new 
system. You have had several months to get up to speed and look 
at the culture that you are in and all the details. 

What have been your biggest surprises, either good ones or bad 
ones as you have spent the last several months getting up to speed 
on the VA system? 

Secretary Shinseki. I guess surprises, I guess would be the num- 
ber of reports I sign and send to Congress. I was surprised at the 
number of reports I submit daily. And I think in time I hope to 
earn the trust of the Committee that I am on a good track and 
doing the right things, and where it meets your needs I will pro- 
vide every report, and where it is less useful I would look for an 
opportunity to come to an agreement on how we harmonize those 
requirements, because they are pretty significant. 

There are other surprises, but that was the one that stood out. 

Mr. Snyder. I think that is something that probably a lot of us 
would be interested in working on. It is really easy for us to in- 
clude in some bill we need a report on this without — we probably 
should have a requirement that they have a number on it. You 
know, this is the 102nd report that is required by the Secretary, 
but I think that is certainly something that a lot of us would be 
interested in looking at to make the reporting information more 
streamline. 

Thank you, Mr. Secretary. 

The Chairman. Mr. Buyer. 

Mr. Buyer. We are going to have different interpretations here, 
since Mr. Bilirakis asked his question. It is a very complex issue, 
because we have multiple disability systems, and trying the figure 
out who is in and who is going to be left out of this type of proposal 
and their different interpretations by what is out there. So I am 
at a little disadvantage. 

Dr. Snyder is right, we don’t have the details and it is hard for 
us. Even this Friday, it is truly Friday the 13th for us, because we 
have to deliver our budget views and estimates without any details. 
And I am not picking on you, it is just even when we changed Ad- 
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ministrations in 2001, the same thing happened. We just didn’t 
have the details. 

So I just want you to know we are going to come and do some 
real questions for the record on the concurrent receipt so we can 
better understand how you are going to implement this. 

One of the other questions I have. The status of the VA report 
on — the VA economic recovery report. Do you know what the status 
is on that report? 

Secretary Shinseki. I don’t, but I will get you that. 

Mr. Buyer. You have 30 days to get it to Congress when the 
President signed it into law. Has it left your desk and gone to 
OMB? 

Secretary Shinseki. I don’t know. I mean, it is not to your 

Mr. Buyer. Well you would know if you have signed it, so it is 
not to your 

Secretary Shinseki. I don’t recall, but I will get you an answer 
today. 

[The VA Reports on the American Recovery and Reinvestment Act 
were provided to the Committee and appear on p. 164.] 

Mr. Buyer. Okay. 

With regard to several initiatives, this — I have had a couple dis- 
cussions, and you know it is one of my pet peeves now, is this mul- 
tiple standards for cemeteries. And I would love for the leadership 
of the VSOs to take on these kinds of issues. I think they are im- 
portant. And have you had a discussion with the Secretary of Inte- 
rior? 

Secretary Shinseki. I have not had that opportunity as of yet, 
but I do intend to do so. I have had my staff look into the back- 
ground of these two cemeteries that you have mentioned, and oth- 
ers. 

Mr. Buyer. Okay. 

Secretary Shinseki. There is a difference in management and a 
difference in standards. We are trying to assess what it would cost 
if we were asked to assume responsibility for these two cemeteries 
and what capabilities it would require at this time. 

Mr. Buyer. Okay. 

Secretary Shinseki. And what it would take. 

Mr. Buyer. Thank you for doing that, and I will wait for your 
response. 

[Ron Walters, Director of Finance and Planning, National Ceme- 
tery Administration, Department of Veterans Affairs, provided the 
requested technical assistance by telephone to Committee staff on 
March 30, 2009.] 

Mr. Buyer. With regard to the Priority 8s. We received a briefing 
in a report from the VA. It is titled, “Analysis of the Requirements 
to Reopen Enrollment of Priority 8 Veterans.” So this was dated 
January 1st, and they do — excuse me — of last year, so this would 
be January 1st of 2008. And there was an analysis done based off 
of — hold on — VA’s actuarial model. “The enrollee health care pro- 
jection model projects that reopening enrollment to Priority 8s will 
increase enrollment in 2013 by 1.4 million and patients by approxi- 
mately 750,000 over the current enrollment policy.” 

So when I read your budget, you are going to do a target opening 
up to 550,000. So when I look at this, when I compare the VA’s ac- 



26 


tuarial model to the target that is being projected that it would be 
false then for anyone to infer that you are planning on opening up 
the enrollment to everyone. Would that be accurate? 

Secretary Shinseki. At this point the enrollment target is up to 
550,000. 

Mr. Buyer. All right. Well then all I can rely on, Mr. Secretary, 
is the VA’s actuarial model that shows that patients would be en- 
rolled potentially 750,000. And I just bring that up as a point to 
make sure that no one believes that it is going to be opened up to 
all the 8s. 

The great caution has been is the issue on building capacity. 

Secretary Shinseki. Right. 

Mr. Buyer. And even some of the VSOs have now been able to 
voice concern for us to watch this and be very careful as the 8s 
come in. 

The 8s are individuals who have 91 percent, who have access to 
other forms of health care and so we want to make sure that we 
do not diminish that timely and accurate high quality health care 
that you have shared with all of us. 

Secretary Shinseki. You have my assurance, I think I have said 
that several times. The quality that we provide and access we pro- 
vide today is something we won’t jeopardize. 

Mr. Buyer. The last thing I wanted to make you aware of. The 
Energy and Commerce Committee passed out legislation last week 
dealing with tobacco. And because the Congress recently passed an 
S-Chip Bill that increased taxes on cigarettes, in order to pay for 
this new tobacco legislation by Mr. Waxman, there is a hole in his 
bill. So he has come up now with a quote, a pay-for. And one of 
the pay-fors is mandating Federal employees enrollment in the 
Thrift Savings Plan. 

So I just want to make you aware that Congress is considering 
the mandating of all Federal employees in the Thrift Savings Plan, 
and that is going to have an impact upon your Department. 

It will have a tremendous impact upon DoD, because I authored 
the Thrift Savings Plan for DoD. And when I did that I didn’t have 
sufficient budget room and I made it an option for members of the 
military, and there isn’t a match. 

So if Congress is about to do this, I have now alerted the Armed 
Services Committee, they have joint referral here because we are 
about to mandate on Federal, you know, the personnel pension 
benefits of the military as a pay-for on smoking. 

But I just want to make you aware of something that is moving 
through Congress, because it is going to impact your employees. 

Secretary Shinseki. Thank you. 

Mr. Buyer. I yield back. 

The Chairman. Thank you, Mr. Buyer. Thank you, Mr. Sec- 
retary. 

I just want to make a few points. The first one is on the GI Bill. 
We understand the pressures on you to do this on time and the 
problem with any changes. 

As Ms. Herseth Sandlin said, some inequities have come to our 
attention. For example, if you live in the bay area of California, 
and go to Stanford, the VA will pay $30,000; if you go to Berkeley 
it will pay $10,000, if you go to San Francisco State it will pay 
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$4,000. It is a function of our system, but there are some unfair- 
ness. If you live in a state that has purposely kept tuition at public 
universities low as a way to make sure that all of our young people 
do get education, they are going to be reimbursed at a level that 
really does not match their actual costs. 

When the Senate passed the GI Bill, Senator Warner put in a 
provision called the Yellow Ribbon provision, which essentially 
gives an additional subsidy to high tuition, mainly private, schools. 
Nobody thought, at the time, about a provision to help those low- 
tuition schools who might be under funded. 

I hope that we can get a recommended change very, very quickly. 
If we can’t we will have to wait until the following year. This is 
an issue that is coming to the attention of many of the Members, 
because their universities are now figuring out how they will be af- 
fected. 

If you live in Georgia, by your figures, the maximum public grant 
is about $1,200. Not only is that probably too low for real education 
costs since they are subsidizing it, but it would be hard to get the 
full payment for any college in Georgia under the formulas that we 
are using. This can be multiplied all across the Nation. 

I am not sure whether we have to have a major change in terms 
of a standard fee that we are going to pay, or a floor, or a reverse 
Yellow Ribbon provision for the low tuition states. I think we are 
heading into a real problem that we have to fix fast. As I have told 
you, we need to work to get a quick formula to make it more equi- 
table and maybe work on a long-term fix later. That is one thing 
that I think we have to try to do quickly. 

On the claims backlog, I think you put it very elegantly, when 
you said, “right now I am using brute force, I am not sure whether 
that is the actual way to go.” 

If you want to use the word transformative for this system, I 
think you have to have a whole different approach. I have sug- 
gested a couple that can get us pretty far down the road. 

Number one, our Vietnam veterans who are suffering from Agent 
Orange disabilities have suffered for three decades or more. First, 
we said Agent Orange didn’t do anything to you. Then we said well 
maybe, and maybe if you stepped a foot in this province, and now 
there is a whole, you know, bureaucratic presumptive thing about 
which diseases are covered. So if you were in the blue waters off 
the shore and the blue skies above are on the boarder of Laos, and 
you know, Cambodia or even in Guam handling cargo, you are in- 
eligible. 

I think we have to breakthrough that and say, “if you were there 
we should care.” Maybe define the field of action and just honor 
those claims. Get them off our books and off the shoulders of these 
veterans. People walk around for decades fighting the VA. They 
think the VA means “veterans adversary,” and we have to say 
thank you for your service, stop fighting us, we are going to honor 
those claims. Because we know too much about Agent Orange now 
and how much damage it causes to start going through all the bu- 
reaucratic procedures. You don’t have to comment on this now, sir, 
but at some point I would like to hear your thoughts on this. 

Additionally, however we count those backlog claims and I would 
refer you to the so-called Linda Bilmes proposal based on the IRS 
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model, the Internal Revenue Service (IRS) which used to be one of 
the most dysfunctional agencies in America. When you file your 
1040, and you have a refund coming, you get your check in weeks. 
That is amazing, 3 weeks. Subject to audit. So they will look at it 
at some time in the future. Why not have VA do the same thing? 
If a veteran submits a claim with the required medical documenta- 
tion and aided by a certified veterans service officer, let VA accept 
the claim, subject to audit. 

You could get all those claims off the books very quickly and 
change the function of thousands of workers who appear that their 
sole job is to call veterans a liar once they submit their claim. They 
are looking for problems. Let us have them look for answers. 

I think there is a whole transformative, if I may steal your word, 
sir, way of looking at the backlog of claims and starting a new sys- 
tem. 

On the subject of PTSD, I ask that when you meet with Sec- 
retary Gates, you let him know that the quickest thing DoD can 
do to help us do our job is a mandatory physical evaluation before 
they leave the service for PTSD and TBI. It is simple to say, but 
it doesn’t happen. There are different rules if you are in the Guard 
and Reserves or active duty. 

Right now they claim they have mandatory screening, and the 
VA does when a veteran comes into the hospital, but it is a do-it- 
yourself questionnaire. There is no real discussion with competent 
medical personnel. And, if they are in denial or they don’t want to 
be bothered and they want to get home, they know which boxes to 
check no and yes to get out of there quickly. 

So a do-it-yourself form does not do the job for us. I think Sec- 
retary Gates can order it pretty quickly, because it varies widely 
and some are getting it done, but most are not. That is a disservice 
to all of these young men and women when they leave the Armed 
Forces. 

One last thing if I may, sir. You mentioned to Mr. Snyder, when 
he asked you about surprises in your new role, and you said one 
of the things you want to do is work cooperatively with the Com- 
mittee with regards to reporting requirements. We are very grate- 
ful for that and what that means. 

It is one of those issues that I think many of us get frustrated 
about in Congress. It is important that the VA and the Committee 
work together to find solutions. 

I think you have to see us as a good source of expertise and help. 
The VSOs are on the frontline every day, and when they report 
things, we can take it to the bank. We know that is what is hap- 
pening. 

We are out there in the same way. We get information from the 
VSOs, but we are out at the hospitals, we are at the clinics, we are 
talking to our constituents all the time, and people come to us — 
we are a magnet. 

When talking about interoperability of the electronic records, for 
example, we have been in discussions with Microsoft and other 
companies that know how to solve this problem, and yet the VA 
has not been very open to their suggestions. 

On the subject of third-party collections, we have vendors who 
have showed us simple systems at no cost to the VA which could 
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increase our collections dramatically. Unfortunately, when we get 
this information, the VA tends to close itself off from these ideas, 
but we believe they are good ideas. 

We know how to separate the chaff from the wheat too, even 
though we are not in your organization. 

I, and every one of my Committee Members, get presentations of 
new technologies to deal with the problems your organization faces 
every day — our organization, I should say. For example, we have 
seen a non-invasive procedure for veterans who have had TBI or 
other problems with vision, to expand their field 50 percent and 
allow them to read, and yet they can’t get the VA to talk to them. 

I just had a visit today from a company whose products are used 
all around the Nation, but they can’t get into the VA to share their 
product for early detection of oral cancer. If you can detect oral 
cancer, and a doctor knows more than I do, right away or in its 
early stages, it is going to be far cheaper and far more effective to 
treat than if you have to wait and see it only by visual inspection. 
This company has a method of dealing with it that can give very 
early detection. The company can’t even get in the front door with 
the VA. 

So we come with a lot of this information, and I hope that you 
will be very open. I know you have visited us personally, you have 
shown that you will listen, and I just want to say again, use us as 
a resource. 

We are not here to beat you over the head, we are not here just 
to oversee, we are part of a group that can help. Our constituents 
are on the line every day and we come committed to the service of 
our veterans. I hope you will look at those as helpful suggestions 
some time, not political interference. 

Thank you. I will give you the last word or as much time as you 
would like for your conclusion. We appreciate your candor and your 
willingness to listen and your effectiveness in the future. 

Secretary Shinseki. Thanks, Mr. Chairman. 

Again, as I said in the beginning, thank you for this opportunity 
to be here. I always look at this as an opportunity to establish a 
good dialog and solve some of the issues that we are both wrestling 
with that are focused on just one thing and that is our veterans 
and what more and better we can do for them. 

For the comments about the backlog. Advocacy training, you 
know, as small as that might be does make a difference. I mean 
if the approach to performing that responsibility is favoring the 
veteran, it will make a lot of difference on how people see the out- 
comes. So I will take that on. 

[An April 20, 2009, follow-up letter from Secretary Shinseki, re- 
garding advocacy training appears on p. 143.] 

Secretary Shinseki. And I would ask you not to misconstrue my 
response to Mr. Snyder as any kind of complaining about the re- 
ports I submit. I am happy to submit reports if they are useful. I 
was just surprised at the volume of reports, some of them going 
back a long time that I wondered whether we were addressing cur- 
rent issues. That was the point of my observation. 

But again, I thank you for this opportunity to appear before the 
Committee, and my opportunity to work with each of you, and then 
all of you collectively in helping me with this mission. 
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Thanks, Mr. Chairman. 

The Chairman. Thank you. And I think Secretary Rumsfeld 
heard you say that and he called up President Bush and — oh, that 
was your last testimony. 

Thank you, sir. It was great to have you here. 

We will start with our second panel right away. Thank you. 

We are very pleased to have our second panel here today. I don’t 
think you have heard testimony where you got so many com- 
pliments as the VSOs who have helped us, so we thank you for 
being here, and thank you for continuing to do your jobs. 

We have representatives from the Paralyzed Veterans of America 
(PVA), Disabled American Veterans (DAV), the Veterans of Foreign 
Wars (VFW), and American Veterans (AMVETS). Carl Blake is the 
National Legislative Director for PVA. 

Welcome, Carl. You have the floor. 

STATEMENTS OF CARL BLAKE, NATIONAL LEGISLATIVE DI- 
RECTOR, PARALYZED VETERANS OF AMERICA; KERRY 

BAKER, ASSISTANT NATIONAL LEGISLATIVE DIRECTOR, DIS- 
ABLED AMERICAN VETERANS; DENNIS M. CULLINAN, DIREC- 
TOR, NATIONAL LEGISLATIVE SERVICE, VETERANS OF FOR- 
EIGN WARS OF THE UNITED STATES; AND RAYMOND C. 

KELLEY, NATIONAL LEGISLATIVE DIRECTOR, AMERICAN 

VETERANS (AMVETS) 

STATEMENT OF CARL BLAKE 

Mr. Blake. Thank you, Mr. Chairman. 

On behalf of the co-authors of The Independent Budget seated 
here I would like to thank you for the opportunity to present our 
views regarding the funding requirements for the Department of 
Veterans Affairs Health care System for fiscal year 2010. 

We are pleased to see that the initial information provided by the 
Administration suggests a very good budget for the fiscal year 
2010. 

The discretionary funding levels provide for a truly significant in- 
crease. 

I find it a little amusing that you say we got so much praise, be- 
cause I felt like The Independent Budget got beat up a little bit 
there. 

A number of people made the comment that the Administration’s 
budget actually came out above The Independent Budget, which is 
great, I am not down playing that at all, but given my interest in 
budget matters, I would be interested in having the opportunity to 
dig a little deeper into the details and make up the one single num- 
ber that we have from the VA right now and see where we are ac- 
tually at when we get to April and May and June and on down the 
line in the budget process, but we certainly look forward to the op- 
portunity. 

For fiscal year 2010 The Independent Budget recommends ap- 
proximately $46.6 billion for total medical care, an increase of $3.6 
billion over the fiscal year 2009 operating budget level. 

The IB recommends approximately $36.6 billion for medical serv- 
ices. This recommendation includes approximately $34.6 billion for 
current services, $1.2 billion for the projected increase in patient 
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workload, and $800 million for policy initiatives. And I won’t ex- 
plain those in much detail because they are laid out in more detail 
in the full IB. 

For medical support and compliance the IB recommends approxi- 
mately $4.6 billion, and for medical facilities approximately $5.4 
billion. 

The amount for medical facilities includes an additional $150 
million for non-recurring maintenance (NRM) for the VA to begin 
addressing the massive backlog of infrastructure needs beyond 
those addressed through the recently passed stimulus bill. And 
again, we appreciate Congress providing that additional funding. It 
is a known fact that the infrastructure needs in the VA are prob- 
ably one of the biggest needs that there are. 

The IBVSO’s contend that despite the recent increases in VA 
health care funding, VA does not have the resources necessary to 
completely remove the prohibition on enrollment of Priority Group 
8 veterans who have been blocked from enrolling in VA since Janu- 
ary 2003 at this time. 

However, we believe that it is time for the VA and the Congress, 
with our assistance, and with the Committee’s assistance, to de- 
velop a workable solution to allow all eligible Priority Group 8 vet- 
erans to begin enrolling in the system. 

For medical and prosthetic research, The Independent Budget 
recommends approximately $575 million. This represents a $65 
million increase over the fiscal year 2009 appropriation level. 

We are particularly pleased that Congress has recognized this 
critical need for funding in the medical and prosthetic research ac- 
count in the last couple of years. 

Research is a vital part of veterans health care and an essential 
mission for our national health care system. 

Mr. Chairman, we would like to express our sincere thanks for 
your instruction of H.R. 1016, the “Veterans Health Care Budget 
Reform and Transparency Act of 2009.” 

Moreover we would like to extend our thanks to the Members of 
the Committee who have agreed to cosponsor this important legis- 
lation. I look forward to working with the Committee to move this 
legislation forward. 

This funding mechanism will provide an option that the IBVSOs 
believe is politically more viable than mandatory funding and is 
unquestionably better than the current process. 

Finally, Mr. Chairman, I would like to express our serious con- 
cerns that we have regarding the policy proposal that has been dis- 
cussed here today, elegantly referred to as third-party reimburse- 
ment for veterans with service-connected conditions. 

I think the Secretary’s testimony before the Senate this morning 
sort of affirmed our worst fears that this is something that the Ad- 
ministration is seriously considering, and I am not so certain that 
the overall budget number that has been presented thus far does 
not include, or does include, the funding, which the Secretary testi- 
fied is soon to be about $500 million in that additional budget for 
fiscal year 2010. 

We just simply find it unacceptable that a veteran would have 
his third-party insurance billed for conditions and disabilities and 
injuries that were incurred while in service of this Nation. 



32 


We understand the fiscal difficulties that this country faces right, 
I think we all understand that, but placing the burden of those fis- 
cal problems on the men and women who have already served and 
sacrificed a great deal for this country is, as I believe Dr. Snyder 
or Mr. Michaud put, unconscionable. 

We strongly urge Congress to investigate whether such proposal 
is actually moving forward, I get the sense that it is, and to force- 
fully reject it if it is brought before you. 

With that, Mr. Chairman, I would be happy to answer any ques- 
tions. 

Thank you for the opportunity to testify. 

[The prepared statement of Mr. Blake appears on p. 61.] 

The Chairman. Thank you. 

Kerry Baker is the Assistant National Legislative Director for 
the DAV. 

Welcome Mr. Baker. 

STATEMENT OF K ERRY BAKER 

Mr. Baker. Mr. Chairman, Ranking Member, and Members of 
the Committee. 

It is a pleasure to be here today on behalf of The Independent 
Budget. Today I will focus on issues affecting the Veterans Benefits 
Administration (VBA). 

On behalf of VBA, we have come before you for many years re- 
questing additional funding to reverse its chronic history of under 
staffing. You have answered that call. 

In just the past few years VA has hired over three thousand ad- 
ditional claims processors and more continue to be hired as we 
speak. 

This year the IBVSOs recommend that Congress adopt both 
short and long-term strategies for improvements. Strategies fo- 
cused on VBA’s IT infrastructure, as well as the claims and appeals 
process. 

We are also seeking improvements in training, accountability, 
and quality assurance. 

To improve the claims process VBA must do more to upgrade its 
IT infrastructure. It must also be given more flexibility to manage 
those improvements. 

Despite growing problems with the claims process, Congress has 
steadily reduced funding for IT initiatives over the past several 
years. 

In fiscal year 2001, Congress provided $82 million for IT initia- 
tive. By 2006, that funding had fallen to $23 million. 

Congress has however noticed the disconnect between IT and im- 
provements in claims processing. 

Section 227 of the Veterans Benefits Improvement Act of 2008 
places new requirements on VA to closely examine all uses of cur- 
rent IT and comparable outside IT systems with respect to claims 
processing. 

Following that examination, VA is required to develop a new 
plan to use these and other relevant technologies to reduce subjec- 
tivity, avoid remands, and reduce variances in VA Regional Office 
disability ratings. 
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Section 227 will require VBA to examine IT systems that it has 
been attempting to implement and improve for years. 

We believe this examination will reveal the progress that has 
been impeded due to lack of direct funding to underwrite IT devel- 
opment. 

The IBVSOs believe a conservative increase of at least 5 percent 
annually in IT initiatives is warranted. 

VA should give the highest priority to the review required by the 
Benefits Improvement Act of 2008, and double its efforts to ensure 
these ongoing initiatives are fully funded and establish their goals. 

Further, the Secretary should examine the impact of IT cen- 
tralization under the Chief Information Officer (CIO), and if war- 
ranted, shift the responsibility for their management from the CIO 
to the Under Secretary for Benefits. 

Additionally, as long stated by the IBVSOs, VA must invest more 
in training adjudicators and decisionmakers. It should also hold 
them accountable for higher standards of accuracy. 

The VBA’s problems, caused by a lack of accountability, do not 
begin in the claims and development process nor the rating proc- 
ess, they begin in the training program. 

A lack of accountability during training reduces, or even elimi- 
nates, employee motivation to excel. 

The VA should undertake an extensive training program to edu- 
cate its adjudicators on how to weigh and evaluate medical evi- 
dence, and should require mandatory and comprehensive testing by 
all trainees, as well as the claims process and appellate staff. 

In addition to training, accountability is the key to quality, how- 
ever, there is a gap in quality assurance for purposes of individual 
accountability and decision making. 

In the STAR Program, the sample drawn each month from a Re- 
gional Office workload is simply too inadequate to determine indi- 
vidual quality. 

The Veterans Benefits Improvement Act of 2008 requires VA to 
conduct a study on the effectiveness of the current employee work 
credit system and work management system. The legislation re- 
quires VA to submit a report to Congress which must explain how 
to implement a system for evaluating VBA employees no later than 
October 31st, 2009. 

This is a historic opportunity for VA to implement a new method- 
ology, a new philosophy by developing a system with primary focus 
on quality through accountability. Probably undertaking the out- 
come would result in a new institutional mindset across VBA, one 
that achieves excellence and changes a mind set focused on quan- 
tity to one focused on quality. 

The IBVSOs believe the VA’s upcoming report must concentrate 
on how the VA will establish a quality assurance and account- 
ability program that will detect, track, and hold responsible those 
employees who commit errors. 

VA should generate this report in consultation with veteran serv- 
ice organizations most experienced in the claims process. 

That concludes my statement. It has been an honor to testify be- 
fore you today. 

[The prepared statement of Mr. Baker appears on p. 63.] 

The Chairman. Thank you, sir. 
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Dennis Cullinan, is the National Legislative Director of the 
VFW. Welcome, Mr. Cullinan 

STATEMENT OF DENNIS M. CULLINAN 

Mr. Cullinan. Thank you very much, Mr. Chairman. Distin- 
guished Members of the Committee, it is certainly a pleasure to be 
here today, and I want to extend a thanks of the men and women 
of the Veterans of Foreign Wars in including us in today’s most im- 
portant discussion. 

As you are aware, the VFW handles the construction portion of 
the IB budget, and I will limit my remarks to that. 

VA’s most recent asset management plan provides an update of 
the state of Capital Asset Realignment for Enhanced Services 
(CARES) projects, including those only in the planning or acquisi- 
tion process. It shows a need of future appropriations to complete 
these projects of $2,195 billion. 

Meanwhile VA continues to identify and re-prioritize potential 
major construction projects. In a November 17, 2008, letter to the 
Senate Veterans’ Affairs Committee, Secretary Peak said that the 
Department estimates that the total funding requirement for major 
medical facility projects over the next 5 years would be in excess 
of $6.5 billion. 

One thing that is clear, the VA needs a significant infusion of 
cash for its construction priorities. VA’s own studies validate this. 

In light of these things, the IB recommendations for fiscal year 
2010, major construction, is $1,123 billion. With respect to minor 
construction we recommend $827 million. We need to increase 
spending on non-recurring maintenance. For years the IBVSOs 
have highlighted the need for increased funding for the non-recur- 
ring maintenance account. Projects in this area are essential be- 
cause if left undone it can really take their toll on a facility, lead- 
ing to more costly repairs in the future, and the potential of a need 
for a minor construction project, perhaps even major. 

Beyond the fiscal aspects, facilities that fall into disrepair can 
create access difficulties and impair patient and staff health and 
safety. And if things do develop into a larger construction projec- 
tion, because their repairs were never done, it creates an even larg- 
er inconvenience and safety issues for veterans and staff. 

VA must dramatically increase funding for non-recurring mainte- 
nance in line with a two to 4 percent-total that is industry stand- 
ard so as to maintain clean, safe, and sufficient facilities. 

VA needs an NRM budget of at least $1.7 billion. Portions of 
NRM accounts should continue to be funded outside of the bureau 
formula so that funding is allocated to facilities that actually have 
the greatest maintenance needs. 

Congress should also consider the strengths of allowing VA to 
carryover some maintenance funds from one fiscal year to another 
so as to reduce the temptation some VA hospital managers have of 
inefficiently spending their NRM money at the end of the fiscal 
year. 

It has come to our attention that something like 60 percent of 
NRM funding is expended in the final quarter of the fiscal year. 
That just is not good management. 
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VA must protect the deterioration of its infrastructure and de- 
clining capital asset value. The last decade of under funded con- 
struction budgets has meant that the VA has not adequately re- 
capitalized its facilities. Recapitalization is necessary to protect the 
value of VA’s capital assets through the renewal of physical infra- 
structure. This ensures safe and fully functional facilities long into 
the future. 

VA’s facilities have an average of over 55 years and it is essential 
that funding be increased to renovate, repair, and replace these 
aging structures and physical systems. 

Accordingly, using the five to 8 percent-industry standard, VA’s 
capital budget should be between $4.24 and $6.8 billion per year 
in order to maintain its infrastructure. 

Congress and the Administration must ensure that adequate 
funds for VA’s capital budget so that VA can properly invest in its 
physical assets, product their value, and to ensure that the depart- 
ments can continue to provide health care in safe and functional 
facilities long into the future. 

I would add here that the IBVSOs and the VFW are very appre- 
ciative of Congress’ actions in the additional funding they have pro- 
vided over at the past several fiscal years to tend to VA’s physical 
infrastructure needs. 

The last thing I want to mention here is the IBVSOs are con- 
cerned with VA’s recent attempts to back away from the capital in- 
frastructure blueprints laid out by CARES. 

To put it briefly, there has been an increased interest on privat- 
ization in providing contract care. The IBVSO support contract care 
were necessary; however, we wish that the Congress would guard 
jealously against over excessive use of private facilities. VA’s cap- 
ital infrastructure and its own resources must be protected. 

Thank you Mr. Chairman, that concludes my statement. 

[The prepared statement of Mr. Cullinan appears on p. 70.] 

The Chairman. Thank you. 

Raymond Kelley is the Legislative Director for AMVETS. Thank 
you for being here, sir. 

STATEMENT OF RAYMOND C. KELLEY 

Mr. Kelley. Thank you, Mr. Chairman, thank you for holding 
this hearing today and inviting AMVETS to testify on behalf of The 
Independent Budget. 

As a partner of The Independent Budget, AMVETS devotes a ma- 
jority of its time with the concerns of the National Cemetery Ad- 
ministration, and I would like to speak directly to the issues and 
concerns surrounding NCA. 

In fiscal year 2008, $195 million was appropriated for the oper- 
ations and maintenance of NCA, $28.2 million over the Administra- 
tion’s request, with only $220,000 in carryover. NCA awarded 39 
of 42 minor construction projects that were in the operating plan. 
The state cemetery grant service awarded $37.3 million of the 
$39.5 million dollars that was appropriated. Additionally, $25 mil- 
lion was invested in the National Shrine Commitment. 

NCA has done an exceptional job of providing burial options for 
88 percent of all veterans who fall within the 170,000 veteran with- 
in 75-mile radius threshold model. However, under this model no 
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new geographical area will become eligible for a national cemetery 
until 2015. 

An analysis shows that five areas with the highest veteran popu- 
lation will not become eligible for national cemeteries because they 
will not reach the 170,000 person threshold. 

Lowering the population threshold to 100,000 veterans would im- 
mediately make several areas eligible for a national cemetery, re- 
gardless of any change in the mile radius threshold. 

A new threshold model must be implemented so more of our vet- 
erans will have access to this earned benefit. 

The Independent Budget recommends an operations budget of 
$241.5 million for NCA for fiscal year 2010 so it can meet the in- 
creasing demands of interment, grave site maintenance, and re- 
lated essential elements of cemetery operations. 

Congress should include as part of NCA’ s appropriations $50 mil- 
lion for a first stage of a $250 million 5-year program to restore 
and improve the condition and character of existing NCA ceme- 
teries. 

The Independent Budget recommends that Congress appropriates 
$52 million for the State Cemetery Grant Program. This funding 
level would allow the program to establish six new cemeteries that 
will provide burial options for 179,000 veterans who live in regions 
that currently have no reasonable access to state or national ceme- 
teries. 

The national average cost for funeral and burial in private ceme- 
teries has reached $8,555, and the cost of a burial plot is $2,133. 

Based on accessibility and the need to provide quality burial ben- 
efits, th elndependent Budget recommends that VA separate burial 
benefits into two categories. Veterans who live within the inside 
VA accessibility threshold model and those who live outside the 
threshold. 

For veterans who live inside the threshold the service-connected 
burial benefit should be increased to $6,160. Non-service connected 
veterans burial benefit should be increased to $1,918. And the plot 
allowance should increase to $1,150 to match the original value of 
the benefit. For veterans who live inside the threshold the benefits 
for service connected burial should be $2,793. The amount provided 
for non-service connected burial will be $854, and the plot allow- 
ance will be $1,150. 

This will provide a burial benefit at equal percentages, but based 
on the average cost of a VA funeral and not on a private funeral 
cost that will be provided for those veterans who do not have access 
to state or national cemeteries. 

The new model will provide a meaningful benefit for those vet- 
erans whose access to state and national cemetery is restricted, as 
well as provide an improved benefit for eligible veterans who opt 
for private burial. 

Congress should also enact legislation to adjust these burial ben- 
efits for annual inflation. 

This concludes my testimony, and I am happy to answer any 
questions at this time. 

[The prepared statement of Mr. Kelley appears on p. 79.] 

The Chairman. Thank you, Mr. Kelley. 

Mr. Boozman. 
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Mr. Boozman. Thank you, Mr. Chairman. The panel, can you 
guys talk — first of all, thank you all for being here and thank you 
for your testimony. 

Can you talk to us a little bit about how you feel like — we have 
heard the plans to significantly increase the Category 8s, Priority 
8s, which is a very good thing. Can you tell us, though, any con- 
cerns about perhaps by what you feel like we need to do as far as 
capacity, concerns about maybe unwanted consequences that we 
don’t realize it might have on some of your membership? 

The Chairman. Mr. Cullinan. 

Mr. Cullinan. Mr. Boozman, if I might first. 

A big concern of ours is that VA not be inundated with Category 
8 veterans. We want to see them flow into the system, we want to 
make sure that the quality and timeliness of care is maintained, 
and we also view it as essential that this be a cooperative venture 
between the Department and the Congress. 

And it is funny, Chairman Filner, you mentioned that earlier, 
that at times it seems that the executive branch views the Legisla- 
tive Branch’s expertise as being somehow different than theirs, and 
I suppose it is different, but it is essential as well, so that is what 
got to be — we need close oversight of what is going on, and a coop- 
erative venture with the Secretary and VA. 

Mr. Blake. Mr. Boozman, can I add something? 

Let me say that I think just at first glance the Administration’s 
plan as it relates to this roll out of $500,000 additional through the 
next I think 5 fiscal years essential is how it is laid out without 
any real details seems like a doable solution budget wise, because 
I think it can be much easier managed that way. 

Interestingly, as we were developing The Independent Budget one 
of the troubles we had is sort of pinning down this Priority 8 Group 
number, because I don’t think anybody really knows what the num- 
ber may actually be. But from what we have been told by some offi- 
cials at the VA, the actual number of folks who have been turned 
away from the VA physically since this enrollment ban went into 
place is pretty close to the $550,000 that is apparently the target 
for the next 5 fiscal years. 

So I can easily see where the idea that this is where the initial 
target would come from, but going forward I think there are a lot 
of dynamics that by rolling it out will allow us to better judge this 
going forward. Because I am not sure that the utilization patterns, 
at least in the short term, would be like what Priority Group 8 may 
have been in the past, and we just don’t know what the current 
economic state of the country might have. 

I mean, there are so many factors, but I think that without a lot 
of information the Administration has at least outlined a good plan 
that seems reasonable, and if managed correctly, and as Dennis 
mentioned with that adequate oversight, could be done. 

Mr. Boozman. Okay. Again, I guess the only thing I think we 
have to be careful, it just doesn’t seem like the out-year budget 
numbers really seem to — are a little bit questionable, you know, 
when you start. 

Again, you know, it is good news that we are in the process of 
moving forward, but I would agree with you all in a sense that it 
is just something that we need to work together to make sure that 
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it is done in a way such that, you know, we have worked so hard 
to get ourselves in a much better situation where we were a few 
years ago with everyone working together, and I would hope that 
we would continue in that regard. 

Let me just ask one other thing real quick. The VA budget re- 
quest assumes a 33 percent-increase in the medical care collections 
fund for a total of $3.4 billion. VA estimates only about $2.5 billion 
in collections for fiscal year 2009 and 2010. That seems a little bit 
optimistic. 

Did you all notice that in regard to the budget? 

Mr. Blake. I would say it definitely stands out, which I think is 
relevant as it relates to the discussion we had about third-party re- 
imbursements for service-connected veterans. 

Now again, the devil is in the details, we don’t know what makes 
up that estimate. It is a significant jump, given what we have seen 
sort of the recent history as we have gotten into this area of the 
$2 billion dollar realm for collections. There have been sort of mar- 
ginal increases in estimates year after year, and it seems like a 
pretty significant jump. 

But again, I go back to my point from my testimony that what 
the Secretary said this morning was that they have estimated that 
under this third-party billing for service connected they could gen- 
erate as much as $500 million. Now whether that is actually in, 
that $3.4 billion or not is unclear. I think the Secretary sort of said 
it wasn’t, but I find it hard to believe with that significant of an 
increase that it would not be. So it is sort of remains to be seen. 

Mr. Cullinan. Mr. Boozman and Mr. Chairman, we were star- 
tled too in reviewing the numbers when we saw this. It was over 
$1 billion increase, and that is before we heard the rumors about 
the possible inclusion of this abhorrent idea of charging insurance 
companies for service-connected care. 

And I would have to say too, that in recent fiscal years, VA has 
been doing very well with respect to collections, so a 33 percent- 
increase is inexplicable without something pretty extraordinary. 

Mr. Boozman. Thank you, Mr. Chairman. 

The Chairman. Mr. Walz. 

Mr. Walz. Well thank you all again for everything you do and 
for coming here. And as I have said, the last 2 years and I need 
to say it again and I also will as long as I am in this job, a Presi- 
dential budget is a suggestion. Article 1 of the Constitution puts it 
here. So I share your concern too. 

The third-party billing thing does not fly, and I am not deaf to 
the need to make sure we use every dollar wisely, making sure we 
are cutting down on waste and getting efficiencies, but as I have 
said it, and I will continue to say it, we are not going to balance 
this fiscal mess on the backs of veterans, so this is a bad idea at 
a bad time. It would be bad at any time. 

But with that being said, here is a conundrum I want you to help 
me with a little bit. I too share your concerns of making sure this 
issue on private contracting and some of those types of things. 

The thing I hear about coming from a rural district is that it is 
easier access to care, and I literally have veterans who say I live 
in the shadow of the Mayo Clinic, but I’ve got to get on the bus 
to go to Minneapolis. 
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Now my concern is making sure, just like you and you have 
stressed it very clearly, keeping the core issues of the VA funded 
and working. We have expanded some CBOCs. We are going to get 
one in my district, another one which I think is on the right track. 

I would like to ask you, how do we go back and talk to those vet- 
erans about it? 

And I want to thank each and every one of your organizations 
for bringing this out there, because you can see from a veteran’s 
perspective where they are saying heck, I just wish I had a card 
and could walk in the Mayo and get everything done. 

That is the way they see it. They don’t realize, well, that is 
maybe because you could walk in the Mayo and do it, you are not 
one of our veterans who has the core issues that need to be cared 
for at the VA, the research dollars and everything else. 

So I just want to hear from each of you maybe on that, if you 
have some — just some ideas on what you think and how do we talk 
about that. 

Mr. Cullinan. Mr. Walz, I would say, first of all right now VA 
has authority to provide contract care in certain rural areas, and 
we think they should use it more, and we would ask this Com- 
mittee and the Congress to ensure that they do. 

There is a pilot program going on now that was just initiated. We 
think there could be some valuable results coming out of that. That 
remains to be seem, what ideas come out of that. And of course in 
certain parts of the country, while a mobile clinic and that kind of 
thing isn’t the equivalent of a CBOC, we are certainly not a hos- 
pital, it is a lot better than nothing, and greater utilization of these 
should be made as well. 

With respect to the Mayo Clinic that is a tough one. 

Mr. Blake. Mr. Walz, one thing I would suggest too is we have 
all sorts of advocated for supporting the Office of Rural Health and 
the VA, and yet I am not sure that that office has been really given 
a fighting chance. It has had a very small budget, a very small 
staff, and yet from my perspective the rural health care issue, 
while maybe not targeting the biggest population of veterans, is 
dealing with what is maybe one of the biggest — maybe the biggest 
access related issue. 

And so I think there needs to be some focus on plussing up the 
operations of the Office of Rural Health and giving them the ability 
to sort of manage this. That is not the say that they force things 
into the VA, but figure out the best ways to work about these prob- 
lems. 

I agree with Dennis entirely, the VA has the authority as it re- 
lates to fee basis for contract care in rural setting, and for years 
since I have been here we have batted around the idea of what con- 
stitutes rural and that sort of thing. 

As far as getting at the veterans themselves, Dennis mentioned 
mobile clinics. Another thing, some of this is an outreach effort to 
these folks out there, and particularly in the extremely rural areas. 

I would say we have been pleased to see how the VA has rolled 
out their mobile Vet Centers, and what the capabilities of those 
are, and I believe there may be a desire to expand that program 
further, but you get at these folks and figure out where the needs 
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are and you can kind of use that as an arm to adjust its access and 
the delivery of care going forward also. 

Mr. Walz. And I just had one final thing if I could, just that I 
am really focused on this seamless transition thing. 

It sounds like to me that maybe we are getting close. I know 
many of you have said yeah, I have heard that for 20 years. It 
seems different this time, and I have watched this for a long time 
too. 

Do you see any concerns or areas that you think need to be ad- 
dressed first, or are you optimistic after you heard what the Sec- 
retary had to say today? From each of you as far as seamless tran- 
sition goes and making sure that we see that as a way to cut down 
some of the systemic problems. 

Mr. Kelley. Mr. Walz, Ray Kelly from AMVETS. 

There has been a continuation of we are 2 years away from hav- 
ing an IT solution or a transition solution. I will believe it when 
I see it. I take it to heart that he says he is going to do it, I believe 
that he is going to put every effort into making that happen, but 
again, I will believe it when I see it. 

Mr. Baker. There are a lot of things that sound promising to us. 
I don’t believe we have had the chance to discuss the idea about 
enrolling somebody in VA as soon as they come into the military. 
That is something I would like to discuss with everybody. I know 
the Benefits Delivery at Discharge program has become paperless. 
I know that assisted in the seamless transition. The VONAP sys- 
tem, while not necessarily restricted to people coming off of active 
duty, it is paperless. 

You know, the key thing is right now transferability with the 
medical files between the VA and the DoD. If that could become 
seamless — somebody mentioned the DoD is never in this room — 
you need them here for that. But if you could accomplish that, then 
you have just taken a very large step. 

Mr. Blake. Mr. Walz, I would say that through the Senior Over- 
sight Committee I think we have seen at least the biggest stab at 
trying to fix seamless transition since I have been here. I mean, I 
feel like there is a real commitment to addressing this now because 
of that entity and the level of focus being placed on it, but again, 
I go back to what my colleagues have said about seeing it and be- 
lieving it, so. 

Mr. Walz. We can quote President Reagan on this one, “We will 
trust but verify.” That needs to be our manta around here. 

Well thank you all, thank you Mr. Chairman. 

The Chairman. Thank you, and again, we thank you for being 
here. 

My sense is, and this is just from my political understanding, the 
message that you have been sending out about the third-party 
issue has been received at the White House. I don’t think, frankly, 
that you should spend too much time worrying about it. That is my 
sense. You have other more important things to do. 

You were wondering where the money is coming from, for exam- 
ple, if they didn’t have a policy change. I think I mentioned several 
times in the earlier hearing that we believe there are systems 
available to the VA that will dramatically increase their collection 
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rate, but they have just not taken them up. I hope the new Sec- 
retary will look at it differently. 

Both Mr. Buyer and I have been involved with this issue to- 
gether. We think there are hundreds of millions of dollars on the 
table, if not more, and that we hope to really dramatically increase 
that without the kind of policy change you were worried about. 

Just one last question. I mentioned within the context of the GI 
Bill, the situation of the inequity of low tuition states. Have you 
all been in contact about this? Has that been expressed by any- 
body? Any of the colleges? Do you see it as a real problem that we 
need to correct right away? 

Mr. Cullinan. Mr. Chairman, we are aware of the problem. And 
the real issue comes down, there are certain states where this in- 
state tuition is low, but since the money for the GI Bill tuition 
flows directly to the university it doesn’t impact the veteran di- 
rectly. However, if a veteran wants to go to a private institution 
in that state he or she are out of luck, unless the Yellow Ribbon 
Program, which is an opt in if the university cuts in, it still rep- 
resents an inequity. 

We would like to see some kind of — this addressed somehow. I 
mean, one approach may be to establish a different floor for those 
veterans in those particular states that are going to private institu- 
tions. 

So I am not saying that an institution that charges $1,200, I 
think that was the sum that was cited earlier, should get more 
than that. However, if a veteran wants to go to a pricier and pri- 
vate institution that say costs $1,200 a year, that difference should 
somehow be accommodated. 

The Chairman. I mean, you have two big problems. One, some 
of the high tuition established rates are not really the rates. 

Mr. Cullinan. Yeah. 

The Chairman. I mean, it is artificial. There is tuition dis- 
counting in there that we have to be careful of. 

On the other hand, California is one state that I know very well, 
the tuition rates are artificially low. As you said, they shouldn’t get 
more than their public tuition, but it costs more to educate a stu- 
dent in those states than the public published tuition. 

We have to watch for abuse at one end, but I think we have to 
help the universities at the other end. 

Mr. Cullinan. And the veterans they serve, sir. 

The Chairman. Yes, sir. 

Thank you very much, we appreciate your testimony, and as al- 
ways, we will continue to keep in touch. 

We will now hear from the third panel. Please come forward. Mr. 
Sullivan, the Executive Director of Veterans for Common Sense 
(VCS) will be the first to testify. We look forward to your testi- 
mony. 
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STATEMENTS OF PAUL SULLIVAN, EXECUTIVE DIRECTOR, 

VETERANS FOR COMMON SENSE; PAUL RIECKHOFF, EXECU- 
TIVE DIRECTOR, IRAQ AND AFGHANISTAN VETERANS OF 

AMERICA; RICHARD F. WEIDMAN, EXECUTIVE DIRECTOR 

FOR POLICY AND GOVERNMENT AFFAIRS, VIETNAM VET- 
ERANS OF AMERICA; AND STEVE ROBERTSON, DIRECTOR, 

NATIONAL LEGISLATIVE COMMISSION, AMERICAN LEGION 

STATEMENT OF PAUL SULLIVAN 

Mr. Sullivan. Veterans for Common Sense thanks the Chairman 
and the Ranking Member for inviting Veterans for Common Sense 
to testify here today about the 2010 VA budget. Last month, Presi- 
dent Barack Obama and VA Secretary Eric Shinseki announced 
they would increase VA’s budget to a new record high of $113 bil- 
lion. This $15 billion increase far exceeds or highest expectations. 

With that money, Veterans for Common Sense urges Congress to 
focus on five key measures to monitor VA during 2010. Maybe cut 
down some of those reports. 

Those five areas are health care mental health care suicide pre- 
vention, reducing homelessness, and eliminating the disability ben- 
efit claim backlog. 

VCS asks you to focus on three budget questions when dealing 
with the VA. 

First, we ask you to ask VA, does VA have enough funding, staff- 
ing, and legislative guidance to accurately process all disability 
claims within 30 days? 

Second, does VA have enough funding, staffing, and legislative 
guidance to provide all patients with quality physical and mental 
health care within 30 days? 

And the third question, does VA have enough information to an- 
swer both of those two questions. 

This is bottom up budgeting that we support. We want VA to say 
yes, we can provide this information. And asking these questions 
is essential because of VA’s past history of failing to plan properly 
and VA’s continual underestimation of the number of Iraq and Af- 
ghanistan war veterans seeking care. 

In February 2008, VA told this Committee it expected to treat 
about 333,000 Iraq and Afghanistan War veterans in 2009; how- 
ever, by September 2008 VA had already treated more than 
400,000. 

Based on the current rate of more than 10,000 first time patients 
flooding into VA each month, VA may expect a total of 520,000 Iraq 
and Afghanistan War veteran patients by September 2009. 

In contrast, Secretary Shinseki’s testimony a little while ago said 
that the VA expects 419,000 patients this year. 

Summarized from our written statement, VCS recommends five 
priorities for VA’s 2010 budget. 

First, VCS urges Congress to streamline VA’s claim system and 
quickly pass Chairman Hall’s Combat PTSD Act, H.R. 952. There 
are more than 105,000 Iraq and Afghanistan war veterans already 
diagnosed by VA with PTSD; however, only 42,000 receive service- 
connected disability compensation for PTSD. 

In 2008, the Institute of Medicine concluded there is a link be- 
tween deployment to a war zone and PTSD. With a new law or a 
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regulation based on science, VA can improve the lives of 1910s of 
thousands of disabled veterans with PTSD during an economic cri- 
sis when their needs are most acute. 

Second, in a manner similar to PTSD, VCS urges Congress to 
streamline claims for TBI. 

Third, we urge you to improve seamless transition and bring VA 
to our veterans by expanding VBA. 

VA should open permanent offices at military bases and at more 
cities so veterans can meet face to face with VA staff about claims, 
including their new GI Bill benefits. 

Fourth, Congress needs to expand research to better understand 
Gulf War illnesses. 

In 2008, the Research Advisory Committee on Gulf War veterans’ 
illnesses confirmed up to 210,000 Gulf War veterans remain ill. 

We ask you to please support $30 million for competitive re- 
search in the Congressionally directed medical research program to 
search for treatments, which is what the Gulf War veterans want. 

Fifth and finally, VCS would like Congress to insist that vet- 
erans play a key role in any proposed truth commission suggested 
by Senator Leahy investigating Administration actions between 
2001 and 2008. 

In 2008, the Houston Chronicle editorialized that servicemembers 
and veterans bore the brunt of the enormous policy failures of the 
last Administration. 

If we are to truly understand the mental health needs of our war 
veterans, then we must make sure our history books accurately re- 
flect the fact that the Vietnam War, the Gulf War, and the Iraq 
War were each initiated by the executive branch using misleading 
statements and without preparing a plan to care for veterans when 
they came home, and this is a betrayal of our veterans who are 
serving our country and our Constitution. 

Thank you. 

[The prepared statement of Mr. Sullivan appears on p. 83.] 

The Chairman. Mr. Paul Rieckhoff is from the Iraqi and Afghan- 
istan Veterans of America (IAVA). Mr. Reickhoff? 

STATEMENT OF PAUL RIECKHOFF 

Mr. Rieckhoff. Thank you, sir. 

On behalf of IAVA and our more than 125,000 members and sup- 
porters, I want to thank you for inviting Iraq and Afghanistan Vet- 
erans of America to testify today regarding the VA budget for fiscal 
year 2010. 

I would also like to thank you for your commitment to our Na- 
tion’s veterans. From the passage of the new GI Bill to the dra- 
matic increases in veterans health care funding, the remarkable 
legislative victories we have seen for veterans in the last 3 years 
would not have been possible without your leadership. 

At IAVA we are committed to making sure that no servicemem- 
ber and/or veteran is ever left behind. Our mission is to improve 
the lives of the more than 1.8 million Iraq and Afghanistan vet- 
erans and their families. And as veterans are coming home from 
Iraq and Afghanistan to the worst economy in decades, we need to 
show real support for our troops and veterans. 
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Over all, we are pleased with the limited information currently 
available about the 2010 budget. The top line numbers for veterans 
discretionary funding is about $1.2 billion higher than the amount 
recommended by the leading veterans services organizations, in- 
cluding IAVA in The Independent Budget. 

The budget plans increases funding by $25 billion over 5 years, 
and this funding will be critical if we are to provide proper care 
and support for the surge of new veterans who will be coming home 
from combat in the coming years. 

We are also pleased to see the renewed focus on mental health 
care in the DoD budget, including comprehensive TBI registry and 
the roll back of concurrent receipt limitations that unfairly cut ben- 
efits available to disabled military retirees. 

We are also pleased to see the Administration’s plan to expand 
VA health care access to about 500,000 moderate income veterans. 
It is a good first step, although we would like to see it happen fast- 
er. 

About 1.8 million veterans lack health insurance, and over 
500,000 have been denied VA health care because their income 
level was too high. IAVA believes that every single veteran should 
be eligible for VA health care. 

From what we have seen the budget looks strong, but the devil 
is in the details. Until we have had the opportunity to go through 
this budget line by line in April we cannot entirely endorse the 
plan. 

Above all, we must ensure that this budget does not rest on in- 
creased co-pays, premiums, and fees for veterans. 

Our biggest disappointment about the current budget is that the 
President has not opted to include advance appropriations to the 
VA in this proposal. 

Advanced appropriations doesn’t cost any additional money. It 
gives VA hospitals and clinics advance notice of the funding they 
will receive for the following year. Right now VA hospitals have no 
way of knowing what their budget will be next year, and when the 
budget is passed late, and it usually is, they often have to ration 
the care they give to veterans. 

The bottom line is that VA budget delays hurt veterans, veterans 
of all generations. And I want to tell you about one of those vet- 
erans that would definitely benefit from advanced appropriations. 

Ray Leal served as a marine in Fallujah during some of the 
heaviest fighting earning a bronze star with valor as a private first 
class almost unheard of for a troop of that rank. When he returned 
to southern Texas his VA hospital was over 5 hours away. He is 
a tough marine and he is a boxer, but he shouldn’t have to fight 
to get care at a veteran’s hospital. 

At his nearest outpatient clinic there is just one psychologist tak- 
ing appointments only 2 days a week. The psychologist only works 
2 days because that Texas clinic, like many VA clinics and hos- 
pitals, has to stretch its funding to make sure the money lasts the 
whole year. They don’t know how much funding they will have next 
year because the VA budget is routinely passed late. For the mil- 
lions of veterans like Ray we must fix this broken funding system. 
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Advanced appropriations is a common sense solution that Presi- 
dent Obama supported as a candidate, and it is something we 
would have liked to have seen in the budget. 

If the Obama Administration is not going to lead on the fight for 
advanced appropriations, we need Congress to step in. 

A number of Members on this Committee, including of course 
Chairman Filner, have already proven to be key allies in the fight 
for advanced appropriations, and we thank them for their leader- 
ship and support. 

IAVA is proud to endorse H.R. 1016 and S. 423. 

We will work with Committees in any way we can to move this 
legislation forward. With your help we can ensure that veterans 
are not kept waiting, as they have been in the 19 of the last 22 
years while Congress plays politics with the budget. 

Last month President Obama traveled to Camp Lejeune to an- 
nounce the eventual draw down of combat troops in Iraq. And no 
matter what you think about this plan, one thing is clear, the new 
strategy in Iraq will create a surge of new veterans coming home 
in 2009 and 2010. 

America needs to be ready, and the 2010 veterans budget will be 
a crucial first step. 

Thank you for your time, and we look forward to working with 
you. 

[The prepared statement of Mr. Rieckhoff appears on p. 89.] 

The Chairman. Thank you, Mr. Rieckhoff, and thank you for rep- 
resenting our newer veterans when they come back. 

Richard Weidman, Executive Director for Policy and government 
Affairs of Vietnam Veterans of America (WA). Welcome. 

STATEMENT OF RICHARD F. WEIDMAN 

Mr. Weidman. Thank you, Mr. Chairman, and thank you to your 
distinguished colleagues on both sides of the aisle for the oppor- 
tunity for us to represent our views here today. Over all, first let 
me say that we endorse The Independent Budget and associate our- 
selves with their figures, particularly when it comes to construc- 
tion, which needs to be speeded up and not slowed down. And those 
within VHA who take the attitude that we will never again build 
a free-standing hospital need to be — find another way to contribute 
to the good of the world and be replaced with people who under- 
stand what the core mission of the VA is. 

We looked at, as we do every year, the Center for Medicare and 
Medicaid services and the inflation rate that they are projecting for 
medical inflation, and they are upping theirs by 3.6 percent. And 
so we use that in calculating that we need a $1.4 billion, assuming 
that there were no more people that came into the VA and that VA 
had adequate staff to meet the full needs of people at this point, 
which in fact they don’t. 

So we recommend another $2 billion on top of that just for just 
VHA in order to expand organizational capability and front load 
the staff needed to take care of the new veterans coming through 
the door. Not just those who serve in Iraq and Afghanistan and 
elsewhere within the world, but of new registrants who are quali- 
fied with moving forward with restoration of ability of Category 8 — 
so-called Category 8s to be about to use this system. 
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We had asked VA repeatedly for 4 years now to do a migration 
study about people who were refused treatment who were Category 
8s, how many of those ended up either being led into the VA hos- 
pital eventually because they became service connected but were 
much sicker and, therefore, more expensive to treat when they 
came in, and how many of those people ended up indigent because 
they couldn’t work and therefore gained admission that way? And 
they continue to come up with excuses, and perhaps when the 
Committee asks you will get the answer to that question looking 
back to January of 2003. 

We recommend a significant increase in research and develop- 
ment to $750 million for the next fiscal year for 2010, and moving 
up in increments to bring that research total to well over a billion 
dollars by the end of 5 years on an annualized basis with ordinary 
inflation increases from that point forward. 

NIH does not do veteran health research. They flat won’t do it. 
Even the grants they give to VA they do not take a person’s mili- 
tary history as a variable and a possible confounder in the studies 
that they conduct at the VA. And therefore we know DoD is not 
going to do it because they always want to continue to have 
deniability, particularly about the environmental wounds; there- 
fore, all we have left is the VA. 

For the first time in many years, VA has not — WA has not 
signed on to the Friends of VA Medical Research and Health Care. 
And the reason is they pledge not to ask for any earmarks. 

It would be irresponsible of us not to ask for earmarks in a 
changing of the course of the leadership of research and develop- 
ment when they are not funding a single study related to the long- 
term health care of Agent Orange at the moment, nor I might add, 
except for those earmarked items and studies are they funding — 
looking at the long-term health care effects of environmental haz- 
ards in the first Gulf War. 

So we have a real problem with the way in which they are going, 
and ask that you again ask Mr. Edwards to include an earmark in 
the budget legislation requiring the VA to obey the law and com- 
plete the National Vietnam Veteran Readjustment Study replica- 
tion, thereby making it a robust mortality, morbidity study of Viet- 
nam veterans, and that they set aside $20 million additionally out 
of R&D funds, specifically for study of long-term consequences of 
Agent Orange, and in addition to that $15 million to go to MFUA 
or the Medical Follow-up Agency of the Institute of Medicine of the 
National Academy of Sciences, which is the repository for all of the 
wealth of data of the ranch hand study, which has now ended, but 
all that data needs to be put into modern computerized format in 
order to make it accessible for research. 

Mr. Chairman, I am over time, and I appreciate your indulgence. 
I would just add two things if I may. 

One is the idea of having a specific line item for outreach is im- 
portant. 

We just started and launched last month the Veterans Health 
Council initiative working with the private sector to inform pro- 
viders and through providers to inform veterans, 80 percent of 
whom don’t go anywhere near the VA, of their rights and benefits, 
and more importantly, what are the health care dangers that they 
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should be looking for in themselves, and what their family should 
be looking for in their health based on when and where they serve? 
But if it is everybody’s responsibility, it is nobody’s responsibility, 
and outreach continues to be very haphazard from VA. 

Last but not least, we appreciate all of your leadership on getting 
the advanced funding, Advanced Appropriations Act through, and 
we look forward to working with you on that, and hope that this 
year you will, despite the fact of having new leadership at the very 
top of VA, look to his own words, that what is wrong with the VA 
at almost every level is leadership and accountability, and we need 
to have much more stringent and much more in-depth oversight of 
VA’s function in the coming year. 

Thank you very much, Mr. Chairman. 

[The prepared statement of Mr. Weidman appears on p. 90.] 

The Chairman. Thank you. 

Steve Robertson is Director of National Legislative Commission 
for the American Legion. 

Welcome, Mr. Robertson. 

STATEMENT OF STEVE ROBERTSON 

Mr. Robertson. Thank you, Mr. Chairman and Members of the 
Committee. 

The American Legion appreciates the opportunity to be able to 
participant in this hearing on President Obama’s top line budget 
request, and in fact the American Legion has sent a letter to the 
White House telling them that we support the top line numbers 
that they have recommended. 

I would be remiss if we too did not express our appreciation to 
you and your colleagues for passing the fiscal year 2009 budget on 
time at the start of the fiscal year. 

I am sure when Secretary Shinseki sits around the cabinet table 
he realizes what an advantage he has in this transition period with 
having a budget, while many of his colleagues at that table are still 
waiting on theirs. We have been there before and we understand 
the situation. 

Speaking of the budget, we too want to thank you Mr. Chairman 
for your leadership on the Advanced Appropriation Legislation, and 
I assure you we will do everything we can in our power to make 
that a reality. 

We also want to thank you for the stimulus package and the 
many provisions that were in there that specifically related to vet- 
erans. But one particular thing I would like to highlight is the 
money that was set aside for construction within the VA, a lot of 
the non-recurring maintenance, and we would hope that service of 
veteran-owned businesses and especially those businesses owned 
by disabled veterans would be given some consideration in award- 
ing a lot of the contracts that will be done in VA facilities. 

With the President’s budget outline that we have of two pages, 
which is a lot easier to read than the five or six volumes that we 
normally get, looking at the highlights the American Legion sup- 
ports all of the highlighted items based upon seeing the final de- 
tails. 

The area that is dealing with Priority Group 8 veterans. The 
American Legion has always advocated that every veteran be enti- 
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tied to their earned benefit. And a lot of people don’t realize it, but 
there has been continuous flow of Priority 8 veterans into the sys- 
tem even though the prohibition is in place. 

Veterans that are Operation Enduring Freedom (OEF), Oper- 
ation Iraqi Freedom (OIF) veterans initially show up as a Priority 
Group 6, and then as their 5 years expires they are reassigned to 
whatever priority group that they are supposed to go to, so many 
of them will wind up into 8s, which brings up an interesting point. 

If an OEF or OIF veteran does not enroll in the VA during this 
5-year period, has a seamless transition that is the smooth transi- 
tion, and at some point later on down the road decides that they 
want to come to the VA under the prohibition if they made a suc- 
cessful transition, they probably wouldn’t be allowed into the VA 
system because they would be a Priority 8 veteran. So we are basi- 
cally punishing them for a seamless transition. 

The other area that we are really concerned about is the home- 
lessness of our veterans. We keep talking about the homelessness 
of your veterans and we are forgetting about the families, espe- 
cially the children. 

We have a lot of single parents that are now in the military, and 
when they become homeless they have children, and I am not sure 
that the VA is adequately prepared to deal with a family — a home- 
less family situation. 

The GI Bill, the exchange we have had about the equity and the 
inequity. I am having problems grasping what the situation is. As 
long as the tuition is going straight to the university, if I decide 
to go to Louisiana Tech or Louisiana College or LSU or Tulane that 
is my decision. The goal is to get a college education. And I am not 
worried about somebody going to Stanford and getting more money 
sent to their university, that does not bother me, I want to get a 
degree. And I think that is what we need to stay focused on. 

The original GI Bill paid the university full tuition wherever you 
got accepted. So if you went to Louisiana Tech, yeah you got a little 
less money than if you went to Harvard. 

The Chairman. But Steve, the way the system is set up, let us 
assume you have no money. If the cap in a state is low, you may 
not be able to go to any of the higher tuition colleges you want to, 
because it doesn’t pay enough based on the formula. You are lim- 
ited to the cap and the addition from the Yellow Ribbon provision. 
You can’t necessarily go to the college you want if it has a high tui- 
tion. If you are going to a lower tuition school, the services pro- 
vided may be more than you are paying, which hurts that univer- 
sity. 

Mr. Robertson. Well, I am not worried about the university, sir, 
I am worried about the student. 

The Chairman. Well, it hurts the services. If they are not getting 
the money that it really costs to educate they are not going to pro- 
vide the services, whether it is rapid movement in the admissions 
department or counseling services, they just may not be able to 
provide it. I think it affects the quality to the veteran of how we 
are going to reverse the institution. 

Mr. Robertson. Well, we will look into it more, sir, but I would 
rather get this thing done on time than trying to tinker with it, 
and possibly 
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The Chairman. It may be the situation for the first year, but I 
don’t think we should neglect these inequities. 

Mr. Robertson. Yes, sir. 

The third-party reimbursement rumor concerning service-con- 
nected disabilities, we are adamantly against that. We signed the 
letter along with many of the other organizations to the White 
House expressing our deep concerns about that concept. 

We have been asked many, many times if there is a short fall 
where is the money going to come from? And the American Legion 
still believes that when the whole concept of eligibility reform was 
passed in 1996 many of the veteran service organizations believed 
that the concept was to bring veterans in along with their health 
insurance. 

Right now over half of the VA patient populations, if you asked 
them who is your primary health care provider, the answer is 
Medicare. I have Part A, I have Part B, why can’t I bring my dol- 
lars to the VA? 

Right now the VA is subsidizing Medicare in the billions of dol- 
lars. Medicare is not a health care provider. Medicare is an insur- 
ance company, and I do not understand why VA cannot be reim- 
bursed for treatment of non-service connected medical conditions 
that are allowable under the VA — I mean, under the Medicare re- 
imbursement. And it just seems that we are just giving Medicare 
a windfall. 

The Chairman. I agree with you, Steve. Should we take on this 
issue right now? 

Mr. Robertson. If you are bringing in Priority Group 8 veterans 
and you are trying to figure out how to pay for them and you are 
trying to figure out to have the resources to hire extra doctors, 
nurses, providers, et cetera, that is a logical revenue train. 

The Chairman. If you all are willing to work with us we will 
take that on, I will agree with you. 

There is the argument from the average American, that we are 
just taking it from one pocket and putting in the other, because 
they are both government programs. But, as you know, we are 
hurting the Department of Veterans Affairs in that situation. 

Mr. Robertson. Sir, I have been paying Medicare since the day 
I started working. That is a benefit that I am entitled to. If I don’t 
go to the VA and I go down the street it works, the reimburse- 
ments are going to be made. That is when I become Medicare eligi- 
ble. But I can go down the street and use my benefits. 

If I choose to go to a VA, I should be able to take my health care 
dollars with me. And if I have a supplemental, then VA should be 
allowed to bill the supplemental, as it currently does. 

So I believe that this 

The Chairman. I think that we have to take on that fight. 

Mr. Robertson. Well, I would prefer that over charging a triple 
amputee for his medical costs. And a lot of insurance companies 
have caps, and once you have reached that cap, what is his family 
going to do if they have a medical condition and the veterans’ serv- 
ices are so severe that 

The Chairman. I understand. Again, I think that is off the table, 
but I believe we still have to figure out how we are going to bring 
in those dollars. 
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Mr. Robertson. Yes, sir. Well again, we look forward to working 
with you and your staff — your capable staff on addressing these 
problems. 

The Chairman. Were you familiar with the previous bills that we 
did on this so-called Medicare Subvention? Was that inadequate or 
do we have to re-look at that? 

Mr. Robertson. Sir, the problem was that it was a false assump- 
tion. They said that before you could collect money you had to 
render the services that you would have rendered any way. 

There is nothing in the entire title 38 that you qualify for VA be- 
cause you are Medicare eligible. That is not a criteria. Somebody 
in OMB or Congressional Budget Office or some puzzle palace came 
up with this idea that it was an obligation of the VA to treat Medi- 
care eligible patients. There is nothing. 

What qualifies you for treatment in the VA is honorable military 
service. I don’t care if you are 21 or 121, there shouldn’t be any 
veteran ever turned away from a VA hospital if that is their best 
choice. 

The Chairman. Yes, I agree. I was just wondering when there 
was previous legislation on Medicare Subvention if it was ade- 
quate, or do we have to re-look at that too? 

Mr. Robertson. You have to re-look at it because of the way 
that it was — the assumption was that VA would have to treat all 
of the patients that they are currently treating that are Medicare 
eligible before they could bill anybody else, and that is just a 
false — somebody made the law, somebody can change it. 

The Chairman. All right, we look forward to working with you 
on that, because as you know, it is a win-win for America. The cost 
is cheaper in the VA than it is for private care. 

Mr. Robertson. I will be making another bet with you, Mr. 
Chairman, it would probably reduce the amount of fraud, waste, 
and abuse in Medicare billing, because VA has no incentive to try 
to falsely bill Medicare for services. It is a government to govern- 
ment agency. 

The Indian Health Services has been doing it for years. It is the 
principal behind TRICARE For Life. 

So for somebody to tell me one government agency can’t bill an- 
other government agency, that is false, and I am sure the Public 
Health Service probably does it as well. 

The Chairman. Thank you, sir. 

Mr. Robertson. Yes, sir. 

[The prepared statement of Mr. Robertson appears on p. 96.] 

The Chairman. Mr. Boozman. 

Mr. Boozman. Thank you, Mr. Chairman, and again we appre- 
ciate you all being here and the testimony today was excellent. 

I think that the good news I am hearing from today is that it 
seems like there is starting to get real consensus that we have to 
do something about the budgeting process. And as I told the Sec- 
retary, I think that is something that doesn’t cost us anything, we 
are actually going to save a lot of money in doing that and reap 
the savings. And again, it doesn’t matter whichever party is in 
power, that has just been a real problem for many, many years. 

As you know we are, Ms. Herseth Sandlin and I, really are work- 
ing hard to try and get, with your all’s help and everybody else’s 
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help, trying to get things implemented. We have some things 
arises, you know, like we have been discussing today. I think the 
key though is we have to get the thing on plan, you know, without 
tinkering too much. It is too much to ask as they go forward. 

So I guess my thing is, you know, we need to help and go for- 
ward. I can say that because I was a supporter of Ms. Herseth 
Sandlin’s bill that I think was much easier, and we wouldn’t have, 
you know, the complexity that we are in now, and yet, you know, 
this is just a very difficult thing to implement, and it really is 
going to take all of us working together, and yet the good news is 
it is a tremendous benefit and it is going to make a real difference 
in the lives of lots of veterans. 

You mentioned, Mr. Robertson, about homeless children, you 
know, in the — are you aware of H.R. 293? It is the homeless women 
veterans and homeless veterans — I am sorry — H.R. 293, but it ad- 
dresses homeless. Are you aware of that bill at all? 

Mr. Robertson. My concern is that VA, it is going to take legis- 
lation to prompt them to start focusing on the homeless family as 
opposed to the homeless veteran. And sometimes, you know, my 
guess, it is my military background, I believe you lead rather than 
follow, and I think that that is the mindset that the VA needs to 
take is how do we address the problem that exists? Not, you know, 
ignore it until somebody tells us to do it. 

Mr. Boozman. No, I agree, and I think again, I have not — we are 
in the process, you know, of really looking hard at that bill. I was 
wondering if any of you all had any — if you feel like that bill would 
help address that particular problem. 

Mr. Robertson. I believe it would push the VA in that direction. 
But again, a lot of what I am hearing is that a lot of the homeless 
veterans with families are winding up in grandma and grandpa’s 
house, and they are not showing up in homeless shelters per se. 
But I think it is something that needs to be addressed, and I am 
not sure it is being properly addressed at the right level. 

Mr. Boozman. Okay, thank you all. 

Yes, sir. 

Mr. Rieckhoff. We are seeing Iraq and Afghanistan vets walk 
into our office, and it is hard to get a grasp on the numbers. But 
the numbers at this point are manageable and there is a definite 
shortage of transitional housing. There is definitely a lack of a com- 
prehensive understanding of what these folks are facing as a fam- 
ily. We are seeing single parents, sometimes both parents deployed, 
which is really unprecedented. 

But I also want to address the issue of the GI Bill oversight if 
I could, sir, for a second. 

I think we have two issues. One we have the execution piece, and 
I think Mr. Chairman, you were right to focus on that and Ms. 
Herseth Sandlin was as well. Your questions were dead on, and we 
have to work out this issue of the fee and tuition disparity, and we 
have to have a fair, simple way of addressing this, but there is a 
larger problem, and it is a communications problem. And I think 
all of us here are kind of at the tip of the spear facing veterans 
who have serious questions about where this legislation stands, 
where this benefit stands. Is it going to be ready by August? How 
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is it going to be implemented? And the VA’s got an opportunity 
here to get ahead of the curve. 

When August hits we are preparing for a boatload of phone calls 
and e-mails from vets who don’t understand this benefit. So we 
have a communications problem, and I think that that is an area 
where the VA could sort of reframe the way they look at tech- 
nology. 

The conversation here today focusing on technology was out- 
standing, but it is largely focused on the backlog and internal oper- 
ations. If the VA has an opportunity now to utilize technology to 
look at it as an outreach opportunity and a communications tool, 
and that is how your generation looks at it. So you know, General 
Shinseki’s got some new folks coming in that have an under- 
standing of that element, and that may be an opportunity for them 
to really break some ground. 

Our generation is going to look to the GI Bill, for some of them 
as their only point of contact with the VA. It is going to make or 
break I think the VA’s relationship with huge percentages of my 
population, guys and women who served in Iraq and Afghanistan. 
And if they mess it up, they are going to be dealing with a reputa- 
tion issue for a long time to come. 

Mr. Boozman. Excuse me, I will let you in a second, but I would 
agree with that, and yet again, in being pretty close to this thing 
as you all know and both sides working very hard, because what 
we all want is when that, you know, when that August date comes 
that we have a very successful transition into the new system. And 
right now it is, you know, we have had several hearings, you know, 
we are pushing forward, and those are really — those are updates, 
those aren’t adversarial at all. I mean, that is just how can we help 
you? You know, what can we do? As are I think you all are. You 
know, how can we help? How can the VSOs push this thing for- 
ward? 

But I think right now a lot of those questions, to be honest, they 
are really formulating right now, they are figuring it out, and so 
it is difficult to communicate, you know, what you are really not 
sure of yet, but that is the next step. 

We have asked them to do a tremendous amount, and the good 
news is I think that they really are rising to the occasion. I can’t 
speak for them, but I do think that is part of it, and I know Ms. 
Herseth Sandlin, you know, is committed to doing whatever it 
takes to get it done. 

Mr. Rieckhoff. Yeah, I think it is a tremendous opportunity for 
us all to work together, sir, but if you look at the VA’s Web site 
it looks like it was created in the Gulf War, and if you look for GI 
Bill resources and how to navigate this new benefit you are prob- 
ably going to come to one of our Web sites, rather than to the VA. 

Mr. Boozman. I think that is a point well taken. 

Mr. Rieckhoff. And I think the VSOs have stepped up and are 
trying to fill a critical gap right there. 

The Chairman. Mr. Walz. 

Mr. Walz. Thank you, Mr. Chairman, and thank all of you for 
sticking it out late here. I thought when the Chairman left earlier 
he was going to pick the pizza up for us or something, so I appre- 
ciate you being here. 
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I have to tell you your advocacy for veterans is something I am 
truly appreciative of. As a dues paying member of some of these 
organizations that have testified today I am getting my money’s 
worth, I can tell you that, so thank you very much. 

A couple of questions. Of course the advanced appropriations 
issue is a big one for several reasons. One is we think it obviously 
allows for the programming and the care of our veterans, which is 
our first and foremost concern, but I think all of us realize too in 
these challenging economic times it is a way to be efficient with our 
resources, and I think we need to continue to push the Administra- 
tion. 

If this is truly about a change and not business as usual, I think 
this is smart, I think it is efficient, I think it could work. And I 
think one of the things is, is that with any deliberative body having 
a deadline is important, because otherwise nothing gets done until 
everybody asks, how come we don’t get anything done until right 
before we recess or whatever? That is the nature of it because it 
is the give and take on all that. But if there is no drop dead dead- 
line there, no one gets really serious about it. 

And I can tell you, I have been absolutely ashamed as we fin- 
ished the appropriations process for the VA and sat on it as lever- 
age against 12 other appropriation bills. We could deliver this if we 
work together and put the pressure on and you help us put the 
pressure on each one of us, deliver the darn thing by October 1st. 

Since I have been here the last 2 years it was ready to go, it 
wasn’t delivered when it should have been. So I don’t think we 
should back away 1 inch from asking this to happen. I think it is 
the right thing to do. I think it is obviously the right thing for vet- 
erans, and it is good stewardship to the public’s money. 

So I thank all of you for taking that one up. 

Rick, I just had a question on this, because I am very curious 
about this. This is the type of stuff again being data driven, this 
migration study. Am I right to understand we never got an answer 
on that? We don’t know what those numbers are? 

Mr. Weidman. That is correct, sir. 

Mr. Walz. And you were talking about in January of 2003. Was 
that something that VA took it upon themselves to do, or were they 
directed by Congress to do that? 

Mr. Weidman. No, it was a decision by the Secretary of Veterans 
Affairs to temporarily limit the registration of new Category 8s, 
that is what I was talking about. 

Mr. Walz. Okay. 

Mr. Weidman. And at a briefing 4 weeks later of the VSOs on 
the CARES process we saw the projections for 2023, and it was no 
Category 8s, and I said whoa, go back to that slide. 

Mr. Walz. Okay. 

Mr. Weidman. Why are you using those figures? We were told to. 
By whom? And it turns out that it didn’t become temporary any- 
more, it was built into the long-term planning and into the CARES 
plan for the physical plant of freezing out Category 8s. And so basi- 
cally we were sold a pig in a poke. 

Mr. Walz. Okay, well very good, I am very appreciative of that. 

Last question I just throw out as you heard me ask the last 
panel on this. The two questions I had, this conundrum of trying 
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to deliver care, especially in rural areas, without diminishing the 
core services and delivery at the VA, and also this idea of seamless 
transition, the commitment that seems to be there to start alle- 
viating some of these problems. 

I will just let you just randomly comment if you would, just your 
perspective. 

Mr. Robertson. First of all, you know, the VA is affiliated with 
over I think it is 108 medical schools right now. I have never un- 
derstood why VA did not reach out to rural community hospitals 
and try to work out partnerships with the — I mean, where would 
be a better place to send them than in New Town, North Dakota, 
rather than building in a CBOC? Work out some kind of an agree- 
ment with the hospital that you would contract the services there 
where they wouldn’t have to make the trip all the way to Fargo. 

Today Rick made a comment at an earlier hearing about the dif- 
ference between remote areas versus rural areas, and that is a seri- 
ous problem that I had never really thought of in that capacity 
where there are some places where you can’t get to a VA hospital 
that are part of the continental United States. And I think that 
that is something that needs to be seriously addressed. 

But the question you had about the Mayo Clinic. Why doesn’t VA 
have a partnership with Mayo Clinic to be able to take people that 
are in that catchment area under some kind of a contract? That 
would seem a wise use of resources. 

Mr. Weidman. It would, and it has certainly been a lot of concern 
in a lot of the leadership exercise, particularly by this Committee 
in regard to dealing with rural health care and the distinction that 
Steve is talking about is actually — our Alaska state president has 
written a paper that is almost ready for release to the Hill on re- 
mote versus rural health care and it will help in our thinking and 
planning. 

However, you all passed a number of laws having to do with 
rural health care and there is basically nobody at home at VA. 
They still have not staffed up that office, and it is — everybody is 
talking about the new team at VA. This is a pretty lonely team, 
because you have General Shinseki and you have John R. Gingrich, 
who is his Chief of Staff, and that are it, and I think there is a 
couple of speech writers, but other than that, he hasn’t been able 
to get anybody else on board. 

So in regard to rural health it would be helpful to us and the 
VSOs to — for you all to press hard about why the heck haven’t you 
staffed up and done what we told you to back in 110th Congress? 

Mr. Rieckhoff. And other than pile on to what these gentlemen 
have already said. I think when we deal with remote and rural 
areas we look to technology. I am going to sound like a broken 
record, but this is an opportunity for innovation, and I think the 
VA has made good process, for example, in the suicide prevention 
hot line and finding new ways to do outreach, but as some of you 
know we have launched a massive public service announcement 
campaign with the ad counsel. We are going where the veterans 
are, and I think that is a critical way to reaching the newest gen- 
eration of veterans especially. We have to be online, we have to be 
innovating, and I think that is an area where they can really uti- 
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lize new technology to bridge some of these gaps and create pro- 
grams that work. 

And when it comes to DoD and VA, you know, Congressman 
Walz, I share your optimism, and I think we have an opportunity 
here with General Shinseki and Secretary Gates to really bridge 
that gap. The GI Bill will be a good test. I mean, they have to work 
out transferability, they have to be communicating effectively. We 
get a lot of calls from recruiters who want to know how does the 
new GI Bill compare to the old GI Bill, how do I communicate to 
this incoming recruits? So I think that will be a critical test there 
as well. 

Mr. Walz. Well thank you all. 

Thank you, Mr. Chairman. 

Mr. Sullivan. And Congressman to add on to what they said. 
The Vet Center’s new mobile Vet Centers, those are fantastic. We 
encourage those, and in fact expanding Vet Centers when it comes 
to mental health otherwise we agree with that they have said. 

On seamless transition, the goal here is to bring VA to the vet- 
erans. And when a servicemember is about to get out of the mili- 
tary and become a veteran, they are at their military base, they are 
there already. By putting Benefits Delivery at Discharge at all VA 
facilities, making them permanent offices, and also at some of the 
National Guard permanent facilities, we can make a great step for- 
ward so that there is a good presentation, an initial contact with 
these servicemembers on their way out the door. And it is one stop 
shopping: GI Bill, disability compensation, home loan guarantee, 
their insurance, all of that can be done walking out the door with 
a permanent VA facility. That is when we truly have seamless 
transition is when that happens. 

Mr. Walz. Thanks so much. 

Mr. Chairman, may I just add one other comment about transi- 
tion, and transition, there is nothing seamless about it, and I hate 
it, because it is new speak. I would settle for a decent transition, 
period. 

The combined physical that is happening at Walter Reed is not 
working well. It seems to be better at Bethesda, but Walter Reed 
it is not working well, and they are not doing it properly according 
to their other standard operating procedures. And the soldiers that 
I am in contact with regularly are really unhappy. 

We brought it to the attention of the previous Secretary last fall 
several times, to current Under Secretary several times, to the 
Deputy Under Secretary a number of times, and it is still not really 
fixed, and it is to the point where many of the young people are 
turning to JAG, and JAG is getting involved in it because what 
happens is if they say that Form 3947 is wrong, then they say too 
bad. If you don’t sign this it goes to hearing, and if it is hearing 
it is de novo and you may get nothing, and that is it. 

So many of the less sophisticated ones cave in, and so they get 
a disability rating from the military that is much less than it 
should have been in the first place, and that is all because they are 
not doing what they are supposed to be doing, is the army person 
sitting down with the military medical file and going over it with 
the soldier and then a separate process, the VA person sitting 
down with that same medical file and going over it with the soldier 
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and filling out the Form 3947 again to make sure it is correct, and 
it ain’t happening. 

And we don’t know what to say except I know that the Armed 
Services Committee, perhaps the Joint Oversight on this. Because 
they are about to expand this thing to 17 major military installa- 
tion separation points and it is not even working for the people 
who are housed in Malone House right now. 

The Chairman. We thank you all. 

Mr. Robertson. Mr. Chairman, before you hit the gavel, our 
commander testified last September on our “Joint Views and Esti- 
mates for Fiscal Year 2010 Budget.” Do you mind if I submit this 
to the record? 

The Chairman. No, that will be added to the record. Thank you. 

Mr. Robertson. Thank you, sir. 

[The American Legion’s “Joint Views and Estimates for Fiscal 
Year 2010 Budget” is attached to Mr. Robertson’s prepared state- 
ment, and appears on p. 105.] 

The Chairman. As a concluding note, I notice that several things 
are still on the plate from previous Administrations. 

You might want to give us a summary of those issues or a list 
and we will give it to the new Administration. Not that you would 
get instant return, but let us restart it all, reset the button as Mrs. 
Clinton said. 

Thank you all, this hearing is adjourned. 

[Whereupon, at 5:27 p.m., the Committee was adjourned.] 
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Prepared Statement of Hon. Bob Filner, Chairman, 

Committee on Veterans’ Affairs 

Welcome to the hearing on the Department of Veterans Affairs Budget Request 
for Fiscal Year 2010. Today’s hearing is on the preliminary budget submission of 
the Department of Veterans Affairs for Fiscal Year 2010. 

On February 26, 2009, the Administration submitted a preliminary budget to 
Congress. This 134-page document provides only top-line budget numbers and brief 
discussions regarding Administration priorities. 

For FY 2010, the Administration proposes a VA discretionary budget number of 
$52.5 billion, an increase of $4.9 billion, or 10.3 percent, above FY 2009 levels. 

In total discretionary resources (including collections), the Administration re- 
quests $55.9 billion, which exceeds The Independent Budget request by $1.3 billion. 

This budget marks the first time any President has submitted a budget that ex- 
ceeds the recommendations of The Independent Budget. I have often referred to The 
Independent Budget as the funding “bible” for the VA, and I am pleased that its 
recommendations are being accorded the weight they deserve. 

This year’s budget also marks a sharp departure from the previous Administra- 
tion in that the budget includes increased funding over a 5-year period, in this in- 
stance an increase of $25 billion above baseline, as compared to last year’s budget 
that included a net cut of $20 billion. Although we understand these numbers are 
not binding on future years, and the levels are lower than the amounts that will 
be needed, we applaud this move toward presenting an honest and accurate look 
at our financial picture. 

I applaud the Administration’s commitment to high priority areas of interest, 
which are shared by this Committee, including caring for our returning servicemem- 
bers, improving the VA’s ability to provide mental heath care and services, address- 
ing homelessness among veterans, and not forgetting the veterans of previous gen- 
erations. We are committed to assisting the VA in their goal of turning the VA into 
a model organization of the 21st Century that puts the needs of veterans first. 

We understand that VA cannot provide specific account-level funding details at 
this time, and we await more detailed information in April. We note that this Com- 
mittee will fight diligently to ensure that veterans receive the funding they need 
and that this funding is provided in a timely fashion. 

We applaud this Administration for this proposed robust funding increase for vet- 
erans, and look forward to hearing from our witnesses. 


Prepared Statement of Hon. Eric K. Shinseki, 

Secretary, U.S. Department of Veterans Affairs 

Mr. Chairman, Congressman Buyer, distinguished Members of the Committee: 

Thank you for this opportunity to present an overview of the 2010 budget for the 
Department of Veterans Affairs (VA). President Obama has charged me with trans- 
forming VA into a 21st century organization — a transformation demanded by new 
times, new technologies, new demographic realities, and new commitments to to- 
day’s Veterans. 

The VA’s proposed 2010 budget demonstrates the President’s commitment to our 
Nation’s Veterans and a transformed VA that is people-centric, results-driven, and 
forward-looking. The proposal would increase VA’s budget to $113 billion — up $15 
billion, or 16 percent, from the 2009 enacted budget. This is the largest one-year 
dollar and percentage increase for VA ever requested by a President. 

Nearly two thirds of the increase ($9.7 billion) would go to mandatory programs 
(up 20 percent); the remaining third ($5.6 billion) would be discretionary funding 
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(up 11 percent). The total budget would almost evenly split between mandatory 
funding ($56.9 billion) and discretionary funding ($55.9 billion). 

The President’s 2010 budget is the first step toward increasing VA funding by $25 
billion over the baseline over the next 5 years. This strong financial commitment 
will ensure Veterans receive timely access to the highest quality benefits and serv- 
ices we can provide and which they earned through their sacrifice and service to 
our Nation. 

These resources will be critical to our mission of addressing Veterans’ changing 
needs over time. This funding pledge ensures we can deliver state-of-the-art health 
care and benefits; grow and maintain a skilled, motivated, and client-oriented work- 
force; and implement a comprehensive training and leader development program for 
long-term professional excellence at VA. 

The Administration is still developing the details of the President’s 2010 budget 
request, to be released in late April. As a result, I cannot address today the funding 
for any specific program or activity. However, I want to summarize this budget’s 
major focus areas that are critical to realizing the President’s vision and fulfilling 
my commitment to Veterans. 

Dramatically Increasing Funding for Health Care 

VA’s request for 2010 provides the funds required to treat more than 5.5 million 
Veteran patients. This is 9.0 percent above the Veteran patient total in 2008 and 
is 2.1 percent higher than the projected number in 2009. The number of patients 
who served in Operations Enduring Freedom and Iraqi Freedom will rise to over 
419,000 in 2010. This is 61 percent higher than in 2008 and 15 percent above the 
projected total this year. 

The 2010 budget request enables VA to achieve the President’s pledge of strength- 
ening the quality of health care for Veterans. We will increase our emphasis on 
treating those with vision and spinal cord injury and meet the rising demand for 
prosthetics and sensory aids. We will respond to the needs of an aging population 
and a growing number of women Veterans coming to VA for health care. The deliv- 
ery of enhanced primary care for women Veterans is one of VA’s top priorities. The 
number of women Veterans is growing rapidly. In addition, women are becoming in- 
creasingly dependent on VA for their health care. More than 450,000 women Vet- 
erans have enrolled for care and this number is expected to grow by 30 percent in 
the next 5 years. We will soon have 144 full-time Women Veterans Program Man- 
agers serving at VA medical facilities. They will serve as advisors to and advocates 
for women Veterans to help ensure their care is provided with the appropriate level 
of privacy and sensitivity. 

The Department will continue to actively collaborate with the Department of De- 
fense (DoD) to establish a DoD/VA vision center of excellence in the prevention, di- 
agnosis, mitigation, treatment, and rehabilitation of eye injuries. The FY 2010 budg- 
et request provides resources to continue development of a network of eye and vision 
care specialists to assist with the coordination and standardization of vision screen- 
ing, diagnosis, rehabilitative management, and vision research associated with trau- 
matic brain injury (TBI). This network will ensure a continuum of care from DoD 
military treatment facilities to VA medical facilities. 

Expanding Health Care Eligibility 

For the first time since 2003, the President’s budget expands eligibility for VA 
health care to non-disabled Veterans earning modest incomes. This commitment rec- 
ognizes that economic conditions have changed and there are many lower income 
Priority 8 Veterans who are now facing serious financial difficulties due to the rising 
cost of health care. This year VA will open enrollment to Priority 8 Veterans whose 
incomes exceed last year’s geographic and VA means test thresholds by no more 
than 10 percent. We estimate that 266,000 more Veterans will enroll for care in 
2010 due to this policy change. Furthermore, the budget includes a gradual expan- 
sion of health care eligibility that is expected to result in nearly 550,000 new enroll- 
ees by 2013. The Department’s 2010 budget contains sufficient resources to ensure 
we will maintain our quality of care, which sets the national standard of excellence. 
Further, there will be no adverse impact on wait times for those already enrolled 
in our system. 
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Enhancing Outreach and Services Related to Mental Health Care and 
Cognitive Injuries, including Post-Traumatic Stress Disorder (PTSD) 
and Traumatic Brain Injury (TBI), with a Focus on Access 
for Veterans in Rural Areas 

The Department’s 2010 budget provides the resources VA needs to expand inpa- 
tient, residential, and outpatient mental health programs. A key element of VA’s 
program expansion is integrating mental health services with primary and specialty 
care. Veterans receive better health care when their mental and physical needs are 
addressed in a coordinated and holistic manner. 

This budget allows us to continue our effort to improve access to mental health 
services across the country. We will continue to place particular emphasis on pro- 
viding care to those suffering from PTSD as a result of their service in Operations 
Enduring Freedom and Iraqi Freedom. The Department will increase outreach to 
these Veterans as well as provide enhanced readjustment and PTSD services. Our 
strategy for improving access includes expanding our telemental health program, 
which allows us to reach thousands of additional mental health patients annually, 
particularly those living in rural areas. 

To better meet the health care needs of recently discharged Veterans, the 2010 
budget enables VA to expand its screening program for depression, PTSD, TBI, and 
substance use disorders. The Department will also enhance its suicide prevention 
advertising campaign to raise awareness among Veterans and their families of the 
services available to them. 

In 2010, VA will expand the number of Vet Centers providing readjustment coun- 
seling services to Veterans, including those suffering from PTSD. The Department 
will also improve access to mental health services through expanded use of commu- 
nity-based mental health centers. We will continue to place VA mental health pro- 
fessionals in community-based programs to provide clinical mental health services 
to Veterans. Where appropriate, we will provide fee-basis access to mental health 
providers when VA services are not reasonably close to Veterans’ homes. We will 
also expand use of Internet-based mental health services through “MyHealtheVet,” 
which provides an extensive degree of health information to Veterans electronically. 
These steps are critical to providing care to Veterans living in rural areas. 

The 2010 budget provides resources for vital research projects aimed at improving 
care and clinical outcomes for Veterans of Afghanistan and Iraq. Some of this key 
research will focus on TBI and polytrauma, specifically studies on blast-force — re- 
lated brain injuries, enhancing diagnostic techniques, and improving prosthetics. We 
will strengthen our burn injury research to improve the rehabilitation and daily 
lives of Veterans who have suffered burns. VA will also enhance research on chronic 
pain, which afflicts one of every four recently discharged Veterans. And the Depart- 
ment will also advance research on access to care, particularly for Veterans in rural 
areas, by studying new telemedicine efforts focused on mental health and PTSD. 

Investing in Better Technology to Deliver Services and Benefits 
to Veterans with the Quality and Efficiency They Deserve 

Leveraging information technology (IT) is crucial to achieving the President’s vi- 
sion for transforming VA into a 21st Century organization that meets Veterans’ 
needs. This is critical not only for today’s demands, but also for laying a foundation 
for high-quality, timely, and accessible service to Veterans, whose use of VA services 
is expected to grow year to year. 

IT is an integral component of VA’s health care and benefits delivery systems. 
They enable VA’s ability to deliver high-quality health care, ranging from emer- 
gency treatment to routine exams in medical centers, outpatient clinics, and in- 
home care and telehealth settings. These technologies are also the foundation of our 
benefits delivery systems, to include, for example, compensation, pensions, education 
assistance, and burial benefits. VA depends on a reliable and accessible IT infra- 
structure, a high-performing IT workforce, and modernized information systems 
that are flexible enough to meet both existing and emerging service delivery require- 
ments. Only in this way can we ensure system-wide information security and the 
privacy of our clients. The President’s 2010 budget for VA provides the resources 
necessary to meet these vital IT requirements. 

This budget strongly supports the most critical IT development program for med- 
ical care — advancement of VA’s “HealtheVet” program, which is the future founda- 
tion of our electronic health record system. This system includes a health data re- 
pository, a patient scheduling system, and a reengineered pharmacy application. 
“HealtheVet” will equip our health care providers with the modern technology and 
tools they need to improve the safety and quality of care for Veterans. 
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The Secretary of Defense and I are collaborating to simplify the transition of mili- 
tary personnel into civilian status through a uniform approach to both registering 
into VA and accessing electronic records data. Through a cooperative effort, we seek 
to improve the delivery of benefits and assure the availability of medical data to 
support the care of patients shared by VA and DoD. This will enhance our ability 
to provide world-class care to Veterans, active-duty servicemembers receiving care 
from both health care systems, and our wounded warriors returning from Iraq and 
Afghanistan. 

The 2010 budget provides the funds necessary to continue moving toward the 
President’s goal of reforming the benefits claims process to ensure VA’s claims deci- 
sions are timely, accurate, fair, and consistent through the use of automated sys- 
tems. VA’s paperless processing initiative expands on current paperless claims proc- 
essing already in place for some of our benefits programs and will improve both the 
timeliness and accuracy of claims processing. It will strengthen service to Veterans 
by providing them the capability to apply for and manage their benefits online. It 
will also reduce the movement of paper files and further secure Veterans’ personal 
information. The initial features of the paperless processing initiative will be tested 
in 2010, and by 2012 we expect to complete the implementation of a fully electronic 
benefits delivery system. 

Providing Greater Benefits to Veterans Who Are 
Medically Retired from Service 

The President’s 2010 budget provides for the first time concurrent receipt of dis- 
ability benefits from VA in addition to DoD retirement benefits for disabled Vet- 
erans who are medically retired from service. Presently, only Veterans with at least 
20 years of service who have service-connected disabilities rated 50 percent or high- 
er by VA are eligible for concurrent receipt. Receipt of both VA and DoD benefits 
for all who were medically retired from service will be phased in starting in 2010. 

Combating Homelessness by Safeguarding Vulnerable Veterans 

The President has committed to expanding proven programs and launching inno- 
vative services to prevent Veterans from falling into homelessness. The 2010 budget 
includes funds for VA to work with the Departments of Housing and Urban Devel- 
opment, Labor, Education, Health and Human Services, and the Small Business Ad- 
ministration, in partnership with non-profit organizations, to improve the well-being 
of Veterans. This effort focuses on reducing homelessness and increasing employ- 
ment opportunity among Veterans, and includes a pilot program aimed at maintain- 
ing stable housing for Veterans at risk of homelessness while also providing them 
with ongoing medical care and supportive services. 

Facilitating Timely Implementation of the Comprehensive Education 
Benefits Veterans Earn through their Dedicated Military Service 

The Department is on target to implement the Post-9/11 Veterans Educational As- 
sistance Act starting August 1, 2009. VA is pursuing two parallel strategies to suc- 
cessfully implement this new education program, both of which are fully supported 
by the resources presented in the 2010 budget. 

The short-term strategy relies upon a combination of manual claims processing 
and modifications to existing IT systems. Until a modern eligibility and payment 
system can be developed, VA will adjudicate claims manually and use the existing 
benefits delivery network to generate recurring benefit payments to schools and pro- 
gram participants. This budget includes funds to hire and maintain the additional 
staff required. 

The long-term strategy is the development and implementation of an automated 
system for claims processing. The Department has teamed with the Space and 
Naval Warfare Systems Command to address the necessary IT components of this 
strategy. They are the premier systems engineering command for tbe Department 
of the Navy, and they have extensive experience in building state-of-the-art IT sys- 
tems. The automated solution will be available by the end of calendar year 2010, 
by which time full operational control of the automated system will be in VA’s 
hands. 


Closing 

Veterans are VA’s sole reason for existence and my number one priority — bar 
none. I am inspired by this Committee’s unwavering commitment to Veterans, and 
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I look forward to working with you to transform VA into an organization that re- 
flects the change and commitment our country expects and our Veterans deserve. 


Prepared Statement of Carl Blake, 

National Legislative Director, Paralyzed Veterans of America 


Chairman Filner, Ranking Member Buyer, and Members of the Committee, as one 
of the four co-authors of The Independent Budget (IB), Paralyzed Veterans of Amer- 
ica (PVA) is pleased to present the views of The Independent Budget regarding the 
funding requirements for the Department of Veterans Affairs (VA) health care sys- 
tem for FY 2010. 

PVA, along with AMVETS, Disabled American Veterans, and the Veterans of For- 
eign Wars, is proud to come before you this year to present the 23rd edition of The 
Independent Budget, a comprehensive budget and policy document that represents 
the true funding needs of the Department of Veterans Affairs. The Independent 
Budget uses commonly accepted estimates of inflation, health care costs and health 
care demand to reach its recommended levels. This year, the document is endorsed 
by over 60 veterans’ service organizations, and medical and health care advocacy 
groups. 

The process leading up to FY 2009 was extremely challenging. For the second 
year in a row, VA received historic funding levels that matched, and in some cases 
exceeded, the recommendations of the IB. Moreover, for only the third time in the 
past 22 years, VA received its budget prior to the start of the new fiscal year on 
October 1. However, this funding was provided through a combination continuing 
resolution/omnibus appropriations act. The underlying Military Construction and 
Veterans Affairs appropriations bill for FY 2009 was not actually completed by Con- 
gress in the regular order. While the House passed the bill in the summer, the Sen- 
ate never brought its bill up for a floor vote. This fact serves as a continuing re- 
minder that, despite excellent funding levels provided over the last two years, the 
larger appropriations process is completely broken. 

PVA is pleased to see that the initial information provided by the Administration 
suggests a very good budget for the VA in FY 2010. The discretionary funding levels 
provide for a truly significant increase. However, we will withhold final judgment 
on the budget submission until we have much more details about the FY 2010 budg- 
et. Moreover, we would like to highlight our concern that the out year projections 
for VA funding do not seem to reflect sufficient budgets to serve the needs of vet- 
erans. In fact, the projected increases in all cases are less than 3 percent. We would 
be very interested in an explanation and justification for the small out year spend- 
ing increases. 

For FY 2010, The Independent Budget recommends approximately $46.6 billion for 
total medical care, an increase of $3.6 billion over the FY 2009 operating budget 
level established by P.L. 110-329, the “Consolidated Security, Disaster Assistance, 
and Continuing Appropriations Act of 2009.” Our recommendation reinforces the 
long-held policy that medical care collections should be a supplement to, not a sub- 
stitute for, real dollars. Until Congress and the Administration fairly address the 
inaccurate estimates for Medical Care Collections, the VA operating budget should 
not include these estimates as a component. 

The medical care appropriation includes three separate accounts — Medical Serv- 
ices, Medical Support and Compliance, and Medical Facilities — that comprise the 
total VA health care funding level. For FY 2010, The Independent Budget rec- 
ommends approximately $36.6 billion for Medical Services. Our Medical Services 
recommendation includes the following recommendations: 

Current Services Estimate $34,608,814,000 

Increase in Patient Workload $1,173,607,000 

Policy Initiatives $790,000,000 


Total FY 2010 Medical Services $36,572,421,000 

Our increase in patient workload is based on a projected increase of 93,000 new 
unique patients — Priority Group 1-8 veterans and covered non-veterans. We esti- 
mate the cost of these new unique patients to be approximately $639 million. The 
increase in patient workload also includes a projected increase of 90,000 new Oper- 
ation Iraqi Freedom and Operation Enduring Freedom (OIF/OEF) veterans at a cost 
of approximately $279 million. Finally, our increase in workload includes the pro- 
jected increase of new Priority Group 8 veterans who will use the VA health care 
system as a result of the recent decision to expand Priority Group 8 enrollment by 
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10 percent. The VA estimated that this policy change would allow enrollment of ap- 
proximately 265,000 new enrollees. Based on a historic Priority Group 8 utilization 
rate of 25 percent, we estimate that approximately 66,250 of these new enrollees 
will become users of the system. This translates to a cost of approximately $255 mil- 
lion. 

Our policy initiatives include a continued investment in mental health and related 
services, returning the VA to its mandated long-term care capacity, and meeting 
prosthetics needs for current and future generations of veterans. For mental health 
and related services, the IB recommends approximately $250 million. In order to re- 
store the VA’s long-term care average daily census (ADC) to the level mandated by 
P.L. 106-117, the “Millennium Health Care Act,” we recommend $440 million. Fi- 
nally, to meet the increase in demand for prosthetics, the IB recommends an addi- 
tional $100 million. 

For Medical Support and Compliance, The Independent Budget recommends ap- 
proximately $4.6 billion. This new account was established by the FY 2009 appro- 
priations bill, replacing the Medical Administration account. Finally, for Medical Fa- 
cilities, The Independent Budget recommends approximately $5.4 billion. This 
amount includes an additional $150 million for non-recurring maintenance for the 
VA to begin addressing the massive backlog of infrastructure needs beyond those 
addressed through the recently enacted Stimulus bill. 

The IBVSOs contend that despite the recent increases in VA health care funding 
VA does not have the resources necessary to completely remove the prohibition on 
enrollment of Priority Group 8 veterans, who have been blocked from enrolling in 
VA since January 17, 2003. In response to this continuing policy, the Congress in- 
cluded additional funding to begin opening the VA health care system to some Pri- 
ority Group 8 veterans. In fact, the final approved FY 2009 appropriations bill in- 
cluded approximately $375 million to increase enrollment of Priority Group 8 vet- 
erans by 10 percent. This will allow the lowest income and uninsured Priority Group 
8 veterans to begin accessing VA health care. 

The Independent Budget believes that providing a cost estimate for the total cost 
to reopen VA’s health care system to all Priority Group 8 veterans is a monumental 
task. That being said, we have developed an estimate based on projected new users 
and based on second hand information we have received regarding numbers of Pri- 
ority Group 8 veterans who have actually been denied enrollment into the health 
care system. We have received information that suggests that the VA has actually 
denied enrollment to approximately 565,000 veterans. We estimate that such a pol- 
icy change would cost approximately $545 million in the first year, assuming that 
about 25 percent (141,250) of these veterans would actually use the system. If, as- 
suming a worst-case scenario, all of these veterans who have actually been denied 
enrollment were to become users of the VA health care system, the total cost would 
be approximately $2.2 billion. These cost estimates reflect a total cost that does not 
include the impact of medical care collections. We believe that it is time for VA and 
Congress to develop a workable solution to allow all eligible Priority Group 8 vet- 
erans to begin enrolling in the system. 

For Medical and Prosthetic Research, The Independent Budget recommends $575 
million. This represents a $65 million increase over the FY 2009 appropriated level. 
We are particularly pleased that Congress has recognized the critical need for fund- 
ing in the Medical and Prosthetic Research account in the last couple of years. Re- 
search is a vital part of veterans’ health care, and an essential mission for our Na- 
tional health care system. VA research has been grossly underfunded in contrast to 
the growth rate of other Federal research initiatives. At a time of war, the govern- 
ment should be investing more, not less, in veterans’ biomedical research programs. 

The Independent Budget recommendation also includes a significant increase in 
funding for Information Technology (IT). For FY 2010, we recommend that the VA 
IT account be funded at approximately $2,713 billion. This amount includes approxi- 
mately $130 million for an Information Systems Initiative to be carried out by the 
Veterans Benefits Administration. This initiative is explained in greater detail in 
the policy portion of The Independent Budget. 

Paralyzed Veterans of America is pleased that the “American Recovery and Rein- 
vestment Act of 2009” (also the Stimulus bill) included a substantial amount of 
funding for veterans programs. The legislation identified areas of significant need 
within the VA system, particularly as it relates to infrastructure needs. While we 
were disappointed that additional funding was not provided for major and minor 
construction in the Stimulus bill, we recognize that the funding that was provided 
will be critically important to the VA going forward. 

As explained in The Independent Budget, there is a significant backlog of major 
and minor construction projects awaiting action by the VA and funding from Con- 
gress. We have been disappointed that there has been inadequate follow through on 



63 


issues identified by the Capital Asset Realignment for Enhanced Services (CARES) 
process. In fact, we believe it may be time to revisit the CARES process all together. 
For FY 2010, The Independent Budget recommends approximately $1,123 billion for 
Major Construction and $827 million for Minor Construction. The Minor Construc- 
tion recommendation includes $142 million for research facility construction needs. 

Mr. Chairman, we would like to express our sincere thanks for your introduction 
of H.R. 1016, the “Veterans Health Care Budget Reform and Transparency Act.” For 
more than a decade, the Partnership for Veterans Health Care Budget Reform 
(Partnership), made up of nine veterans service organizations including PVA, and 
our IB co-authors, has advocated for reform in the VA health care budget process. 
The Partnership worked with the House and Senate Committees on Veterans’ Af- 
fairs last year to develop this alternative proposal that would change the VA’s med- 
ical care appropriation to an “advance appropriation,” guaranteeing funding for the 
health care system up to 1 year in advance of the operating year. This alternative 
proposal would ensure that the VA received its funding in a timely and predictable 
manner. Furthermore, it would provide an option the IBVSOs believe is politically 
more viable than mandatory funding, and is unquestionably better than the current 
process. 

Moreover, to ensure sufficiency, our advance appropriations proposal would re- 
quire that VA’s internal budget actuarial model be shared publicly with Congress 
to reflect the accuracy of its estimates for VA health care funding, as determined 
by a government Accountability Office (GAO) audit, before political considerations 
take over the process. This feature would add transparency and integrity to the VA 
health care budget process. We ask this Committee in your views and estimates for 
FY 2010 to recommend to the Budget Committee an advance appropriations ap- 
proach to take the uncertainties out of health care for all of our Nation’s wounded, 
sick and disabled veterans. 

In the end, it is easy to forget, that the people who are ultimately affected by 
wrangling over the budget are the men and women who have served and sacrificed 
so much for this Nation. We hope that you will consider these men and women 
when you develop your budget views and estimates, and we ask that you join us 
in adopting the recommendations of The Independent Budget. 

Finally, Mr. Chairman, I would like to express PVA’s serious concern that we 
have regarding a policy proposal that we have been told may be included in the 
budget submission later this year, and that may be one of the factors that allowed 
for the increased budget request for FY 2010, released on February 26. We have 
been told that the Administration may be considering a proposal that would allow 
the VA health care system to bill a veteran’s insurance for the care and treatment 
of a disability or injury that was determined to have been incurred in or the result 
of the veteran’s honorable military service to our country. Such a consideration is 
wholly unacceptable. This proposal ignores the solemn obligation that this country 
has to care for those men and women who have served this country with distinction 
and were left with the wounds and scars of that service. The blood spilled in service 
for this Nation is the premium that service-connected veterans have paid for their 
earned care. 

While we understand the fiscal difficulties this country faces right now, placing 
the burden of those fiscal problems on the men and women who have already sac- 
rificed a great deal for this country is unconscionable. We strongly urge Congress 
to investigate whether such a proposal is being considered and to forcefully reject 
it if it is brought before you. 

This concludes my testimony. I will be happy to answer any questions you may 
have. 


Prepared Statement of Kerry Baker, 

Assistant National Legislative Director, Disabled American Veterans 

Mr. Chairman and Members of the Committee: 

I am pleased to have this opportunity to appear before you on behalf of the Dis- 
abled American Veterans (DAV), one of four National veterans’ organizations that 
create the annual Independent Budget (IB) for veterans programs, to summarize our 
recommendations for fiscal year (FY) 2009. 

As you know Mr. Chairman, the IB is a budget and policy document that sets 
forth the collective views of DAV, AMVETS, Paralyzed Veterans of America (PVA), 
and Veterans of Foreign Wars of the United States (VFW). Each organization ac- 
cepts principal responsibility for production of a major component of our IB — a 
budget and policy document on which we all agree. Reflecting that division of re- 
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sponsibility, my testimony focuses primarily on the variety of Department of Vet- 
erans Affairs’ (VA) benefits programs available to veterans. 

In preparing this 23rd IB, the four partners draw upon our extensive experience 
with veterans’ programs, our firsthand knowledge of the needs of America’s vet- 
erans, and the information gained from continuous monitoring of workloads and de- 
mands upon, as well as the performance of, the veterans benefits and services sys- 
tem. Consequently, this Committee has acted favorably on many of our rec- 
ommendations to improve services to veterans and their families. We ask that you 
give our recommendations serious consideration again this year. 

The Veterans Benefits Administration and its Claims Process 

To improve administration of VA’s benefits programs, the IB veterans’ service or- 
ganizations (IBVSOs) recommend that Congress adopt both short- and long-term 
strategies for improvements within the Veterans Benefits Administration (VBA). 
These strategies focus on the VBA’s information technology (IT) infrastructure as 
well as the claims and appeals process, to include the resulting backlog. Con- 
sequently, we are also seeking improvements in VBA’s training programs and en- 
hancements in accountability and quality assurance with respect to disability rat- 
ings. If Congress accepts our recommendations, VBA will be better positioned to 
serve all disabled veterans and their families. 

VBA Information Technology 

To maintain and improve efficiency and accuracy of claims processing, the VBA 
must continue to upgrade its information technology (IT) infrastructure. Also, VBA 
must be given more flexibility to install, manage and plan upgraded technology to 
support claims management improvement. 

To meet ever-increasing demands while maintaining efficiency, the VBA must con- 
tinually modernize the tools it uses to process and resolve claims. Given the current 
challenging environment in claims processing and benefits administration, and the 
ever-growing backlog, the VBA must continue to upgrade its IT infrastructure and 
revise its training to stay abreast of program changes and modern business prac- 
tices. In spite of undeniable needs, Congress has steadily reduced funding for VBA 
initiatives over the past several years. In fiscal year 2001, Congress provided $82 
million for VBA-identified IT initiatives. In FY 2002, it provided $77 million; in 
2003, $71 million; in 2004, $54 million; in 2005, $29 million; and in 2006, $23 mil- 
lion. 

Funding for FY 2006 was only 28 percent of FY 2001 funding, without regard to 
inflation. Moreover, some VBA employees who provided direct support and develop- 
ment for VBA’s IT initiatives have been transferred to the VA Chief Information Of- 
ficer (CIO) when VA centralized all IT operations, governance, planning and budg- 
eting. Continued IT realignment through FY 2007 and 2008 shifted more funding 
to VA’s agency IT account, further reducing funding for these VBA initiatives in the 
General Operating Expenses account to $11.8 million. It should be noted that in the 
FY 2007 appropriation, Public Law 110-28, Congress provided $20 million to VBA 
for IT to support claims processing, and in 2009 Congress designated $5 million in 
additional funding specifically to support the IT needs of new VBA Compensation 
and Pension Service personnel — also authorized by that appropriations act. 

All IT initiatives are now being funded in the VA’s IT appropriation and tightly 
controlled by the CIO. However, needed and ongoing VBA initiatives include expan- 
sion of web-based technology and deliverables, such as web portal and Training and 
Performance Support Systems (TPSS); “Virtual VA” paperless processing; enhanced 
veteran self-service and access to benefit application, status, and delivery; data inte- 
gration across business lines; use of the corporate database; information exchange; 
quality assurance programs and controls; and, employee skills certification and 
training. 

We believe VBA should continue to develop and enhance data-centric benefits in- 
tegration with “Virtual VA” and modification of The Imaging Management System 
(TIMS). All these systems serve to replace paper-based records with electronic files 
for acquiring, storing, and processing claims data. 

Virtual VA supports pension maintenance activities at three VBA pension-mainte- 
nance centers. Further enhancement would allow for the entire claims and award 
process to be accomplished electronically. TIMS is the Education Service’s system 
for electronic education claims files, storage of imaged documents, and work flow 
management. The current VBA initiative is to modify and enhance TIMS to make 
it fully interactive and allow for fully automated claims and award processing by 
Education Service and VR&E nationwide. 

The VBA should accelerate implementation of Virtual Information Centers (VICs). 
By providing veterans regionalized telephone contact access from multiple offices 
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within specified geographic locations, VA could achieve greater efficiency and im- 
proved customer service. Accelerated deployment of VICs will more timely accom- 
plish this beneficial effect. 

With the effects of inflation, the growth in veterans’ programs, and the imperative 
to invest more in advanced IT, the IB veterans service organizations (IBVSOs) be- 
lieve a conservative increase of at least 5 percent annually in VBA IT initiatives 
is warranted. Had Congress increased the FY 2001 funding of $82 million by 5 per- 
cent each year since then, the amount available for FY 2010 would be nearly $130 
million. Unfortunately, these programs have been chronically underfunded, and now 
with IT centralization, IT funding in VBA is even more restricted and bureaucratic. 

Congress has taken notice of the chronic disconnect between VBA IT and lagging 
improvements in claims processing. Section 227 of Public Law 110-389 places new 
requirements on VA to closely examine all uses of current IT and comparable out- 
side IT systems with respect to VBA claims processing for both compensation and 
pension. Following that examination, VA is required to develop a new plan to use 
these and other relevant technologies to reduce subjectivity, avoid remands and re- 
duce variances in VA Regional Office ratings for similar specific disabilities in vet- 
eran claimants. 

The act requires the VA Secretary to report the results of that examination to 
Congress in great detail, and includes a requirement that the Secretary ensure that 
the plan will result, within 3 years of implementation, in reduction in processing 
time for compensation and pension claims processed by VBA. The requirements of 
this section will cause heavy scrutiny on IT systems that VBA has been attempting 
to implement, improve and expand for years. We believe the examination will reveal 
that progress has been significantly stymied due to lack of directed funding to un- 
derwrite IT development and completion, and lack of accountability to ensure these 
programs work as intended. 

Recommendations: 

• Congress should provide the Veterans Benefits Administration adequate fund- 
ing for its IT initiatives to improve multiple information and information-proc- 
essing systems and to advance ongoing, approved and planned initiatives such 
as those enumerated in this section. We believe these IT programs should be 
increased annually by a minimum of 5 percent or more. 

• VA should ensure that recent funding specifically designated by Congress to 
support the IT needs of VBA, and of new VBA staff authorized in fiscal year 
2009, are provided to VBA as intended, and on an expedited basis. 

• The Chief Information Officer and Under Secretary for Benefits should give 
high priority to the review and report required by Public Law 110-389, and re- 
double their efforts to ensure these ongoing VBA initiatives are fully funded 
and accomplish their stated intentions. 

• The Secretary should examine the impact of the current level of IT centraliza- 
tion under the Chief Information Officer on these key VBA programs, and, if 
warranted, shift appropriate responsibility for their management, planning and 
budgeting from the CIO to the Under Secretary for Benefits. 

The Claims Process 

In order to make the best use of newly hired personnel resources, Congress must 
focus on the claims process from beginning to end. The goal must be to reduce 
delays caused by superfluous procedures, poor training, and lack of accountability. 

During the past couple of years, the VA hired a record number of new claims ad- 
judicators. Unfortunately, as a result of retirements by senior employees, an in- 
crease in disability claims, the complexity of such claims, and the time required for 
new employees to become proficient in processing claims, VA has achieved few no- 
ticeable improvements. 

The claims process is burdensome, extremely complex, and often misunderstood 
by veterans and many VA employees. Numerous studies have been completed on 
claims-processing delays and the backlog created by such delays, yet the delays con- 
tinue. The following suggestions would simplify the claims process by reducing 
delays caused by superfluous procedures, inadequate training, and little account- 
ability. Other suggestions will provide sound structure with enforceable rights 
where current law promotes subjectivity and abuses rights. 

The subjectivity of the claims process results in large variances in decision mak- 
ing, unnecessary appeals, and claims overdevelopment. In turn, these problems con- 
tribute to the duplicative, procedural chaos of the claims process. Congress and the 
Administration should seek to simplify, strengthen, and provide structure to the VA 
claims process. 
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In order to understand the complex procedural characteristics of the claims proc- 
ess, and how these characteristics delay timely adjudication of claims, one must 
focus on the procedural characteristics and how they affect the claims process as a 
whole. Whether through expansive judicial orders, repeated mistakes, or variances 
in VA decisionmaking, some aspects of the claims process have become complex, 
loosely structured, and open to the personal discretion of individual adjudicators. By 
strengthening and properly structuring these processes, Congress can build on what 
otherwise works. 

These changes should begin by providing solid, nondiscretionary structure to VA’s 
“duty to notify.” Congress meant well when it enacted VA’s current statutory “no- 
tice” language. It has nonetheless led to unintended consequences that have proven 
detrimental to the claims process. Many Court of Appeals for Veterans Claims 
(Court) decisions have expanded upon VA’s statutory duty to notify, both in terms 
of content and timing. However, with the recent passage of P.L. 110-389, the “Vet- 
erans Benefits Improvement Act of 2008,” Congress, with the Administration’s sup- 
port, took an important step to correct this problem. However, the IBVSOs believe 
VA can do more. 

The VA’s administrative appeals process has inefficiencies. The delays caused by 
these inefficiencies force many claimants into drawn-out battles for justice that may 
last for years. Delays in the initial claims development and adjudication process are 
insignificant when compared to delays that exist in VA’s administrative appeals 
process. The IBVSOs believe VA can eliminate some of the delays in this process 
administratively, and we urge VA to do so. For example, VA can amend its official 
forms so that the notice VA sends to a claimant when it makes a decision on a claim 
includes an explanation about how to obtain review of a VA decision by the Board 
of Veterans’ Appeals (Board) and provides the claimant with a description of the 
types of reviews that are available. 

Another problem that seems to plague the VA’s claims process is its apparent pro- 
pensity to overdevelop claims. One possible cause of this problem is that many 
claims require medical opinion evidence to help substantiate their validity. There 
are volumes of Veterans Appeals Reporters filled with case law on the subject of 
medical opinions, i.e., who is competent to provide them, when are they credible, 
when are they adequate, when are they legally sufficient, and which ones are more 
probative, etc. 

There is ample room to improve the law concerning medical opinions in a manner 
that would bring noticeable efficiency to VA’s claims process, such as when VA 
issues a Veterans Claims Assistance Act (VCAA) notice letter. Under current notice 
requirements and in applicable cases, VA’s letter to a claimant normally informs the 
claimant that he or she may submit a private medical opinion. The letter also states 
that VA may obtain a medical opinion. However, these notice letters do not inform 
the claimant of what elements render private medical opinions adequate for VA rat- 
ing purposes. To correct this deficiency, we recommend to VA that when it issues 
proposed regulations to implement the recent amendment of title 38, United States 
Code, section 5103 that its proposed regulations contain a provision that will require 
it to inform a claimant, in a VCAA notice letter, of the basic elements that make 
medical opinions adequate for rating purposes. 

We believe that if a claimant’s physician is made aware of the elements that make 
a medical opinion adequate for VA rating purposes, and provides VA with such an 
opinion, VA no longer needs to delay making a decision on a claim by obtaining its 
own medical opinion. This would reduce the number of appeals that result from con- 
flicting medical opinions — appeals that are ultimately decided in an appellant’s 
favor — more often than not. If the Administration refuses to promulgate regulations 
that incorporate the foregoing suggestion, Congress should amend VA’s notice re- 
quirements in section 5103 to require that VA provide such notice regarding the 
adequacy of medical opinions. 

Congress should consider amending section 5103A(d)(l) to provide that when a 
claimant submits private medical evidence, including a private medical opinion, that 
is competent, credible, probative, and otherwise adequate for rating purposes, the 
Secretary shall not request such evidence from a department health care facility. 
Some may view this suggestion as an attempt to tie VA’s hands with respect to its 
consideration of private medical opinions. However, it does not. The language we 
suggest adding to section 5103A(d)(l) would not require VA to accept private med- 
ical evidence if, for example, VA finds that the evidence is not credible and therefore 
not adequate for VA rating purposes. 

The IBVSOs also believe that other procedures add unnecessary delays to the 
claims process. For example, we believe VA routinely continues to develop claims 
rather than issue decisions even though evidence development appears complete. 
These actions result in numerous appeals and unnecessary remands from the Board 
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and the Court. Remands in fully developed cases do nothing but perpetuate the 
hamster-wheel reputation of veterans law. In fact, the Board remands an extremely 
large number of appeals solely for unnecessary medical opinions. In FY 2007, the 
Board remanded 12,269 appeals to obtain medical opinions. Far too many were re- 
manded for no other reason but to obtain a VA medical opinion merely because the 
appellant had submitted a private medical opinion. Such actions are, we respectfully 
submit, a serious waste of VA’s resources. 

The suggested rulemaking actions and recommended changes to sections 5103 and 
5103A(d)(l) may have a significant effect on ameliorating some problems. But to fur- 
ther improve these procedures, Congress should amend title 38, United States Code, 
section 5125. Congress enacted section 5125, for the express purpose of eliminating 
the former title 38, Code of Federal Regulations, section 3.157(b)(2) requirement 
that a private physician’s medical examination report be verified by an official VA 
examination report before VA could award benefits. However, Congress enacted sec- 
tion 5125 with discretionary language. This discretionary language permits, but 
does not require, VA to accept medical opinions from private physicians. Therefore, 
Congress should amend section 5125 by adding new language that requires VA to 
accept a private examination report if the VA determines that the report is (1) pro- 
vided by a competent health care professional; (2) probative to the issue being de- 
cided; (3) credible; and (4) otherwise adequate for adjudicating the claim. 

Recommendations: 

• VA should amend its notification forms to inform claimants of the procedures 
that are available for obtaining review of a VA decision by the Board of Vet- 
erans’ Appeals along with providing an explanation of the types of reviews that 
are available to claimants.VA should issue proposed regulations to implement 
the recent amendment of title 38, United States Code, section 5103 as quickly 
as possible. The VA’s proposed regulations should include provisions that will 
require VA to notify a claimant, in appropriate circumstances, of the elements 
that render medical opinions adequate for rating purposes. 

• Congress should amend section 5103A(d)(l) to provide that when a claimant 
submits a private medical opinion that is competent, credible, probative, and 
otherwise adequate for rating purposes, the Secretary shall not request another 
medical opinion from a department health care facility. 

• Congress should amend title 38, United States Code, section 5125, insofar as 
it states that a claimant’s private examination report “may” be accepted. The 
new language should direct that the VA “must” accept such report if it is (1) 
provided by a competent health care professional, (2) probative to the issue 
being decided, (3) credible, and (4) otherwise adequate for adjudicating such 
claim. 

Training: 

The IBVSOs have consistently maintained that VA must invest more in training 
adjudicators and decisionmakers, and should hold them accountable for higher 
standards of accuracy. VA has made improvements to its training programs in the 
past few years; nonetheless, much more improvement is required in order to meet 
quality standards that disabled veterans and their families deserve. 

Training has not been a high enough priority in VA. We have consistently as- 
serted that proper training leads to better quality decisions, and that quality is the 
key to timeliness of VA decisionmaking. VA will only achieve such quality when it 
devotes adequate resources to perform comprehensive and ongoing training and im- 
poses and enforces quality standards through effective quality assurance methods 
and accountability mechanisms. 

The VBA’s problems caused by a lack of accountability do not begin in the claims 
development and rating process — they begin in the training program. There is little 
measurable accountability in the VBA’s training program. 

The VBA’s unsupervised and unaccountable training system results in no distinc- 
tion existing between unsatisfactory performance and outstanding performance. 
This lack of accountability during training further reduces, or even eliminates, em- 
ployee motivation to excel. This institutional mindset is further epitomized in VBA’s 
day-to-day performance, where employees throughout VBA are reminded that opti- 
mum work output is far more important than quality performance and accurate 
work. 

The effect of VBA’s lack of accountability in its training program was dem- 
onstrated when it began offering skills certification tests to support certain pro- 
motions. Beginning in late 2002, VSR job announcements began identifying VSRs 
at the GS-11 level, contingent upon successful completion of a certification test. The 
open book test consisted of 100 multiple-choice questions. VA allowed participants 
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to use online references and any other reference material, including individually 
prepared notes in order to pass the test. 

The first validation test was performed in August 2003. There were 298 partici- 
pants in the first test. Of these, 75 passed for a pass rate of 25 percent. The VBA 
conducted a second test in April 2004. Out of 650 participants, 188 passed for a pass 
rate of 29 percent. Because of the low pass rates on the first two tests, a 20-hour 
VSR “readiness” training curriculum was developed to prepare VSRs for the test. 
A third test was administered on May 3, 2006, to 934 VSRs nationwide. Still, the 
pass rate was only 42 percent. Keep in mind that these tests were not for training; 
they were to determine promotions from GS-10 to GS-11. 

These results reveal a certain irony, in that the VBA will offer a skills certifi- 
cation test for promotion purposes, but does not require comprehensive testing 
throughout its training curriculum. Mandatory and comprehensive testing designed 
cumulatively from one subject area to the next, for which the VBA then holds train- 
ees accountable, should be the number one priority of any plan to improve VBA’s 
training program. Further, VBA should not allow trainees to advance to subsequent 
stages of training until they have successfully completed such testing. 

The Veterans’ Benefits Improvement Act of 2008 mandated some testing for 
claims processors and VBA managers, which is an improvement; however, it does 
not mandate the type of testing during the training process as explain herein. Meas- 
urable improvement in the quality of and accountability for training will not occur 
until such mandates exist. It is quite evident that a culture of quality neither exists, 
nor is much desired, in the VBA. 

Recommendation: 

VA should undertake an extensive training program to educate its adjudicators 
on how to weigh and evaluate medical evidence. In addition, to complement recent 
improvements in its training programs, VA should require mandatory and com- 
prehensive testing of the claims process and appellate staff. To the extent that VA 
fails to provide adequate training and testing, Congress should require mandatory 
and comprehensive testing, under which VA will hold trainees accountable. 

Stronger Accountability 

In addition to training, accountability is the key to quality, and therefore to time- 
liness as well. As it currently stands, almost everything in the VBA is production 
driven. Performance awards cannot be based on production alone; they must also 
be based on demonstrated quality. However, in order for this to occur, the VBA 
must implement stronger accountability measures for quality assurance. 

The quality assurance tool used by the VA for compensation and pension claims 
is the Systematic Technical Accuracy Review (STAR) program. Under the STAR pro- 
gram, VA reviews a sampling of decisions from regional offices and bases its na- 
tional accuracy measures on the percentage with errors that affect entitlement, ben- 
efit amount, and effective date. 

However, there is a gap in quality assurance for purposes of individual account- 
ability in quality decisionmaking. In the STAR program, a sample is drawn each 
month from a regional office workload divided between rating, authorization, and 
fiduciary end-products. However, VA recognizes that these samples are only large 
enough to determine national and regional office quality. Samples as small as 10 
cases per month per office are woefully inadequate to determine individual quality. 

While VA attempts to analyze quality trends identified by the STAR review proc- 
ess, claims are so complex, with so many potential variables, that meaningful trend 
analysis is difficult. As a consequence, the VBA rarely obtains data of sufficient 
quality to allow it to reform processes, procedures, or policies. 

As mentioned above, STAR samples are far too small to allow any conclusions 
concerning individual quality. That is left to rating team coaches who are charged 
with reviewing a sample of ratings for each rating veteran service representative 
(RVSR) each month. This review should, if conducted properly, identify those em- 
ployees with the greatest problems. In practice, however, most rating team coaches 
have insufficient time to review what could be 100 or more cases each month. As 
a consequence, individual quality is often under-evaluated and employees with qual- 
ity problems fail to receive the extra training and individualized mentoring that 
might allow them to be competent raters. 

In the past 15 years the VBA has moved from a quality-control system for ratings 
that required three signatures on each rating before it could be promulgated to the 
requirement of but a single signature. Nearly all VA rating specialists, including 
those with just a few months’ training, have been granted some measure of “single 
signature” authority. Considering the amount of time it takes to train an RVSR, the 
complexity of veterans disability law, the frequency of change mandated by judicial 
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decisions, and new legislation or regulatory amendments, a case could and should 
be made that the routine review of a second well-trained RVSR would avoid many 
of the problems that today clog the appeals system. 

The Veterans’ Benefits Improvement Act of 2008 (section 226) required VA to con- 
duct a study on the effectiveness of the current employee work-credit system and 
work-management system. In carrying out the study, VA is required to consider, 
among other things: (1) measures to improve the accountability, quality, and accu- 
racy for processing claims for compensation and pension benefits; (2) accountability 
for claims adjudication outcomes; and (3) the quality of claims adjudicated. The leg- 
islation requires VA to submit the report to Congress, which must include the com- 
ponents required to implement the updated system for evaluating VBA employees, 
no later than October 31, 2009. 

This is a historic opportunity for VA to implement a new methodology — a new 
philosophy — by developing a new system with a primary focus of quality through 
accountability. Properly undertaken, the outcome would result in a new institutional 
mindset across the VBA — one that focuses on the achievement of excellence — and 
change a mindset focused mostly on quantity-for-quantity’s sake to a focus of quality 
and excellence. Those who produce quality work are rewarded and those who do not 
are finally held accountable. 

Recommendation: 

• The VA Secretary’s upcoming report must focus on how the Department will es- 
tablish a quality assurance and accountability program that will detect, track, 
and hold responsible those VA employees who commit errors while simulta- 
neously providing employee motivation for the achievement of excellence. VA 
should generate the report in consultation with veterans service organizations 
most experienced in the claims process. 

We invite your attention to the IB itself for the details of the remaining rec- 
ommendations, but the following summarizes a number of suggestions to improve 
benefit programs administered by VBA: 

• allow veterans eligible for benefits under title 38, United States Code, sections 
31 and 33 to choose the most favorable housing allowance from the two pro- 
grams 

• support legislation to clarify the intent of Congress concerning who is consid- 
ered to have engaged in combat 

• repeal in whole the offset between disability compensation and military retired 
pay 

• provide cost-of-living adjustments for compensation, specially adapted housing 
grants, and automobile grants, with provisions for automatic annual increases 
in the housing and automobile grants based on increases in the cost of living 

• propose a rule change to the Federal Register that would update the mental 
health rating criteria 

• provide a presumption of service connection for hearing loss and tinnitus for 
combat veterans and veterans who had military duties involving high levels of 
noise exposure who suffer from tinnitus or hearing loss of a type typically re- 
lated to noise exposure or acoustic trauma 

• increase the maximum coverage and adjustment of the premium rates for Serv- 
ice-Disabled Veterans’ Life Insurance 

• increase the maximum coverage available in policies of Veterans’ Mortgage Life 
Insurance 

• enforce VA’s benefit of the doubt rule in judicial proceedings 

• appoint judges to the Court of Appeals for Veterans claims who are advocates 
experienced VA law 

• support legislation to increase Dependency and Indemnity Compensation (DIC) 
for certain survivors of veterans, and to no longer offset DIC with Survivor Ben- 
efit Plan payments. And 

• authorize rates of DIC for surviving spouses of servicemembers who die while 
on active duty to the same rate as those who die while rated totally disabled. 

We hope the Committee will review these recommendations and give them consid- 
eration for inclusion in your legislative plans for FY 2009. Mr. Chairman, thank you 
for inviting the DAV and other member organizations of the IB to testify before you 
today. 
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Prepared Statement of Dennis M. Cullinan, 

Director, National Legislative Service, 

Veterans of Foreign Wars of the United States 

Mr. Chairman and Members of the Committee: 

On behalf of the 2.4 million men and women of the Veterans of Foreign Wars of 
the U.S. (VFW) and our Auxiliaries, I would like to thank you for the opportunity 
to testify today. The VFW works alongside the other members of The Independent 
Budget (IB) — AMVETS, Disabled American Veterans and Paralyzed Veterans of 
America — to produce a set of policy and budget recommendations that reflect what 
we believe would meet the needs of America’s veterans. The VFW is responsible for 
the construction portion of the IB, so I will limit my remarks to that portion of the 
budget. 

On May 5, 2008, VA released the final results of its Capital Asset Realignment 
for Enhanced Services (CARES) business plan study for Boston, Massachusetts. The 
decision to keep the four Boston-area medical campuses open was the culmination 
of many years of work and 1910s of millions of dollars as it marked the final step 
of the CARES planning process. 

CARES — VA’s data-drive assessment of VA’s current and future construction 
needs — gave VA a long-term roadmap and has helped guide its capital planning 
process over the past few fiscal years. CARES showed a large number of significant 
construction priorities that would be necessary for VA to fulfill its obligation to this 
Nation’s veterans and over the last several fiscal years, the Administration and 
Congress have made significant inroads in funding these priorities. Since FY 2004, 
$4.9 billion has been allocated for these projects. Of these CARES-identified 
projects, VA has completely five and another 27 are currently under construction. 
It has been a huge, but necessary undertaking and VA has made slow, but steady 
progress on these critical projects. 

The challenge for VA in the post-CARES era is that there are still numerous 
projects that need to be carried out, and the current backlog of partially funded 
projects that CARES has identified is large, too. This means that VA is going to 
continue to require significant appropriations for the major and minor construction 
accounts to live up to the promise of CARES. 

VA’s most recent Asset Management Plan provides an update of the state of 
CARES projects — including those only in the planning of acquisition process. Appen- 
dix E (pages 93-95) shows a need of future appropriations to complete these projects 
of $2,195 billion. 


Project 

Future Funding 
Needed 

($ In Thousands) 

Pittsburgh 

62,400 

Orlando 

462,700 

San Juan 

91,620 

Denver 

580,900 

Bay Pines 

156,800 

Los Angeles 

103,864 

Palo Alto 

412,010 

St. Louis 

122,500 

Tampa 

202,600 

TOTAL 

2,195,394 


This amount represents just the backlog of current construction projects. It also 
does not reflect the additional $401 million Congress gave VA as part of the FY 
2009 appropriation, which did not earmark specific construction projects. 

Meanwhile, VA continues to identify and reprioritize potential major construction 
projects. These priorities, which are assessed using the rigorous methodology that 
guided the CARES decisions are released in the Department’s annual Five Year 
Capital Asset Plan, which is included in the Department’s budget submission. The 
most recent one was included in Volume IV and is available on VA’s Web site: http:// 
www.va.gov/budget/summary/2009/index.htm 

Pages 7-12 of that document shows the priority scoring of projects. Last year’s 
budget request sought funding for only three of the top scored projects. No funding 
was requested for any other new project, including those in Seattle, Dallas, Louis- 
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ville or Roseburg, Oregon. In addition to the already-identified needs from that 
table, page 7-86 shows a long list of potential major construction projects the de- 
partment plans to evaluate from now through FY 13. These 122 potential projects 
demonstrate the continued need for VA to upgrade and repair its aging infrastruc- 
ture, and that continuous funding is necessary for not just the backlog of projects, 
but to keep VA viable for today’s and future veterans. 

In a November 17, 2008 letter to the Senate Veterans Affairs Committee, Sec- 
retary Peake said that “the Department estimates that the total funding require- 
ment for major medical facility projects over the next 5 years would be in excess 
of $6.5 billion.” 

It is clear that VA needs a significant infusion of cash for its construction prior- 
ities. VA’s own words and studies show this. 


Major Construction Account Recommendations 


Recommendation 
Category ($ in Thousands) 


VHA Facility Construction 

$900,000 

NCA Construction 

$80,000 

Advance Planning 

$45,000 

Master Planning 

$20,000 

Historic Preservation 

$20,000 

Miscellaneous Accounts 

$58,000 


TOTAL $1,123,000 


• VHA Facility Construction — this amount would allow VA to continue digging 
into the $2 billion backlog of partially funded construction projects. Depending 
on the stages and ability to complete portions of the projects, any additional 
money could be used to fund new projects identified by VA as part of its 
prioritization methodology in the Five-Year Capital Plan. 

• NCA Construction — page 7-143 of VA’s Five-Year Capital Plan details numer- 
ous potential major construction projects for the National Cemetery Association 
throughout the country. This level of funding would allow VA to begin construc- 
tion on at least three of its scored priority projects. 

• Advance Planning — helps develop the scope of the major construction projects 
as well as identifying proper requirements for their construction. It allows VA 
to conduct necessary studies and research similar to planning processes in the 
private sector. 

• Master Planning — a description of our request follows later in the text. 

• Historic Preservation — a description of our request follows later in the text. 

• Miscellaneous Accounts — these include the individual line items for accounts 
such as asbestos abatement, the judgment fund and hazardous waste disposal. 
Our recommendation is based upon the historic level for each of these accounts. 


Minor Construction Account Recommendations 


Category 


Funding 
($ in Thousands) 


Veterans Health Administration $550,000 

Medical Research Infrastructure $142,000 

National Cemetery Administra- 
tion $100,000 

Veterans Benefits Administration $20,000 

Staff Offices $15,000 


TOTAL $827,000 


• Veterans Health Administration — Page 7-95 of VA’s Capital Plan reveals hun- 
dreds of already identified minor construction projects. These projects update 
and modernize VA’s aging physical plant ensuring the health and safety of vet- 
erans and VA employees. Additionally, a great number of minor construction 
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projects address FCA-identified maintenance deficiencies, the backlog of which 
was nearly $5 billion at the start of FY 08 (page 7-64). 

• Medical Research Infrastructure — a description of our request follows later in 
the text. 

• National Cemetery Administration — Page 7-145 of the Capital Plan identifies 
numerous minor construction projects throughout the country including the con- 
struction of several columbaria, installation of crypts and landscaping and 
maintenance improvements. Some of these projects could be combined with VA’s 
new NCA nonrecurring maintenance efforts. 

• Veterans Benefits Administration — Page 7-126 of the Capital Plan lists several 
minor construction projects in addition to the leasing requirements VBA needs. 
This funding also includes $2 million it transfers yearly for the security require- 
ments of its Manila office. 

• Staff Offices — Page 7-166 lists numerous potential minor construction projects 
related to staff offices, including increased space and numerous renovations for 
VA’s Inspector General’s office. 

Increase Spending on Nonrecurring Maintenance 

The deterioration of many VA properties requires increased spending on 
nonrecurring maintenance 

For years, The Independent Budget Veteran Service Organizations (IBVSOs) have 
highlighted the need for increased funding for the nonrecurring maintenance (NRM) 
account. NRM consists of small projects that are essential to the proper mainte- 
nance of and preservation of the lifespan of VA’s facilities. NRM projects are one- 
time repairs such as maintenance to roofs, repair and replacement of windows and 
flooring or minor upgrades to the mechanical or electrical systems. They are a nec- 
essary component of the care and stewardship of a facility. 

These projects are so essential because if left unrepaired, they can really take 
their toll on a facility, leading to more costly repairs in the future, and the potential 
of a need for a minor construction project. Beyond the fiscal aspects, facilities that 
fall into disrepair can create access difficulties and impair patient and staff health 
and safety, and if things do develop into a larger construction projection because 
early repairs were not done, it creates an even larger inconvenience for veterans and 
staff. 

The industry standard for medical facilities is for managers to spend from 2 per- 
cent-4 percent of plant replacement value (PRV) on upkeep and maintenance. The 
1998 PriceWaterhouseCoopers study of VA’s facilities management practices argued 
for this level of funding and previous versions of VA’s own Asset Management Plan 
have agreed that this level of funding would be adequate. 

The most recent estimate of VA’s PRV is from the FY 08 Asset Management Plan. 
Using the standards of the Federal Government’s Federal Real Property Council 
(FRPC), VA’s PRV is just over $85 billion (page 26). 

Accordingly, to fully maintain its facilities, VA needs a NRM budget of at least 
$1.7 billion. This number would represent a doubling of VA’s budget request from 
FY 2009, but is in line with the total NRM budget when factoring in the increases 
Congress gave in the appropriations bill and the targeted funding included in the 
supplemental appropriations bills. 

Increased funding is required not to just to fill current maintenance needs and 
levels, but also to dip into the extensive backlog of maintenance requirements VA 
has. VA monitors the condition of its structures and systems through the Facility 
Condition Assessment (FCA) reports. VA surveys each medical center periodically, 
giving each building a thorough assessment of all essential systems. Systems are 
assigned a letter grade based upon the age and condition of various systems, and 
VA gives each component a cost for repair or replacement. 

The bulk of these repairs and replacements are conducted through the NRM pro- 
gram, although the large increases in minor construction over the last few years 
have helped VA to address some of these deficiencies. 

VA’s 2009 5-Year Capital Plan discusses FCAs and acknowledges the significant 
backlog, noting that in FY 2007, the number of high priority deficiencies — those 
with ratings of D or F — had replacement and repair costs of over $5 billion. Even 
with the increased funding of the last few years, VA estimates that the cost for re- 
pairing or replacing the high priority deficiencies is over $4 billion. 

VA uses the FCA reports as part of its Federal Real Property Council (FRPC) 
metrics. The department calculates a Facility Condition Index, which is the ratio of 
the cost of FCA repairs to the cost of replacement. According to the FY 08 Asset 
Management Plan, this metric has gone backward from 82 percent in 2006 to just 
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68 percent in 2008. VA’s strategic goal is 87 percent, and for it to meet that, it 
would require a sizeable investment in NRM and minor construction. 

Given the low level of funding the NRM account has historically received, the 
IBVSOs are not surprised at the metrics or the dollar cost of the FCA deficiencies. 
The 2007 “National Roll Up of Environment of Care Report,” which was conducted 
in light of the shameful maintenance deficiencies at Walter Reed further prove the 
need for increased spending on this account. Maintenance has been neglected for far 
too long, and for VA to provide safe, high-quality health care in its aging facilities, 
it is essential that more money be allocated for this account. 

We also have concerns with how NRM funding is actually apportioned. Since it 
falls under the Medical Care account, NRM funding has traditionally been appor- 
tioned using the Veterans Equitable Resource Allocation (VERA) formula. This 
model works when divvying up health care dollars, targeting money to those areas 
with the greatest demand for health care. When dealing with maintenance needs, 
though, this same formula may actually intensify the problem, moving money away 
from older hospitals, such as in the northeast, to newer facilities where patient de- 
mand is greater, even if the maintenance needs are not as high. We were happy 
to see that the conference reports to the VA appropriations bills required NRM 
funding to be apportioned outside the VERA formula, and we would hope that this 
continues into the future. 

Another issue related to apportionment of funding came to light in a May 2007 
Government Accountability Office (GAO) report. They found that the bulk of NRM 
funding is not actually apportioned until September, the final month of the fiscal 
year. In September 2006, GAO found that VA allocated 60 percent of that year’s 
NRM funding. This is a shortsighted policy that impairs VA’s ability to properly ad- 
dress its maintenance needs, and since NRM funding is year-to-year, it means that 
it could lead to wasteful or unnecessary spending as hospital managers rushed in 
a flurry to spend their apportionment before forfeiting it back. We cannot expect VA 
to perform a year’s worth of maintenance in a month. It is clearly poor policy and 
not in the best interest of veterans. The IBVSOs believe that Congress should con- 
sider allowing some NRM money to be carried over from one fiscal year to another. 
While we would hope that this would not resort to hospital managers hoarding 
money, it could result in more efficient spending and better planning, rather than 
the current situation where hospital managers sometimes have to spend through a 
large portion of maintenance funding before losing it at the end of the fiscal year. 

Recommendations: 

VA must dramatically increase funding for nonrecurring maintenance in line with 
the 2 percent-4 percent total that is the industry standard so as to maintain clean, 
safe and efficient facilities. VA also requires additional maintenance funding to 
allow the department to begin addressing the substantial maintenance backlog of 
FCA-identified projects. 

Portions of the NRM account should be continued to be funded outside of the 
VERA formula so that funding is allocated to the facilities that actually have the 
greatest maintenance needs. 

Congress should consider the strengths of allowing VA to carryover some mainte- 
nance funding from one fiscal year to another so as to reduce the temptation some 
VA hospital managers have of inefficiently spending their NRM money at the end 
of a fiscal year for fear of losing it. 

Inadequate Funding and Declining Capital Asset Value 

VA must protect against deterioration of its infrastructure and a declining 

capital asset value 

The last decade of underfunded construction budgets has meant that VA has not 
adequately recapitalized its facilities. Recapitalization is necessary to protect the 
value of VA’s capital assets through the renewal of the physical infrastructure. This 
ensures safe and fully functional facilities long into the future. VA’s facilities have 
an average age of over 55 years, and it is essential that funding be increased to ren- 
ovate, repair and replace these aging structures and physical systems. 

As in past years, the IBVSOs cite the Final Report of the President’s Task Force 
to Improve Health Care Delivery for Our Nation’s Veterans (PTF). It found that 
from 1996-2001, VA’s recapitalization rate was just 0.64 percent. At this rate, VA’s 
structures would have an assumed life of 155 years. 

The PTF cited a PriceWaterhouseCoopers study of VA’s facilities management 
programs that found that to keep up with industry standards in the private sector 
and to maintain patient and employee safety and optimal health care delivery, VA 
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should spend a minimum of 5 to 8 percent of plant replacement value (PRV) on its 
total capital budget. 

The FY 08 VA Asset Management Plan provides the most recent estimate of VA’s 
PRV. Using the guidance of the Federal Government’s Federal Real Property Coun- 
cil (FRPC), VA’s PRV is just over $85 billion (page 26). 

Accordingly, using that 5 to 8 percent-standard, VA’s capital budget should be be- 
tween $4.25 and $6.8 billion per year in order to maintain its infrastructure. 

VA’s capital budget request for FY 2009 — which includes major and minor con- 
struction, maintenance, leases and equipment — was just $3.6 billion. We greatly ap- 
preciate that Congress increased funding above that level with an increase over the 
Administration request of $750 million in major and minor construction alone. That 
increased amount brought the total capital budget in line with industry standards, 
and we strongly urge that these targets continue to be met and we would hope that 
future VA requests use these guidelines as a starting point without requiring Con- 
gress to push them past the target. 

Recommendation: 

Congress and the Administration must ensure that there are adequate funds for 
VA’s capital budget so that VA can properly invest in its physical assets to protect 
their value and to ensure that the Department can continue to provide health care 
in safe and functional facilities long into the future. 

Maintain VA’s Critical Infrastructure 

The IBVSOs are concerned with VA’s recent attempts to back away from the cap- 
ital infrastructure blueprint laid out by CARES and we are worried that its plan 
to begin widespread leasing and contracting for inpatient services might not meet 
the needs of veterans. 

VA acknowledges three main challenges with its capital infrastructure projects. 
First, they are costly. According to a March 2008 briefing given to the VSO commu- 
nity, over the next 5 years, VA would need $2 billion per year for its capital budget. 
Second, there is a large backlog of partially funded construction projects. That same 
briefing claimed that the difference in major construction requests given to OMB 
was $8.6 billion from FY 03 through FY 09, and that they have received slightly 
less than half that total. Additionally, there is a $2 billion funding backlog for 
projects that are partially but not completely funded. Third, VA is concerned about 
the timeliness of construction projects, noting that it can take the better part of a 
decade from the time VA initially proposes a project until the doors actually open 
for veterans. 

Given these challenges, VA has floated the idea of a new model for health care 
delivery, the Health Care Center Facility (HCCF) leasing program. Under the 
HCCF, VA would begin leasing large outpatient clinics in lieu of major construction. 
These large clinics would provide a broad range of outpatient services including pri- 
mary and specialty care as well as outpatient mental health services and ambula- 
tory surgery. 

On the face of it, this sounds like a good initiative. Leasing has the advantage 
of being able to be completed quickly, as well as being adaptable, especially when 
compared to the major construction process. Leasing has been particularly valuable 
for VA as evidenced by the success of the Community Based Outpatient Clinics 
(CBOCs) and Vet Centers. 

Our concern rests, however, with VA’s plan for inpatient services. VA aims to con- 
tract for these essential services with affiliates or community hospitals. This pro- 
gram would privatize many services that the IBVSOs believe VA should continue 
to provide. We lay out our objections to privatization and widespread contracting for 
care elsewhere in The Independent Budget. 

Beyond those objections, though, is the example of Grand Island, Nebraska. In 
1997, the Grand Island VA Medical Center closed its inpatient facilities, contracting 
out with a local hospital for those services. Recently, the contract between the local 
facility and VA was canceled, meaning veterans in that area can no longer receive 
inpatient services locally. They must travel great distances to other VA facilities 
such as the Omaha VA Medical Center. In some cases, when Omaha is unable to 
provide specialized care, VA is flying patients at its expense to faraway VA medical 
centers, including those in St. Louis and Minneapolis. 

Further, with the canceling of that contract, St. Francis no longer provides the 
same level of emergency services that a full VA Medical Center would provide. With 
VA’s restrictions on paying for emergency services in non-VA facilities, especially for 
those who may have some form of private insurance, this amounts to a cut in essen- 
tial services to veterans. Given the expenses of air travel and medevac services, the 
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current arrangement in Grand Island has likely not resulted in any cost savings for 
VA. Ferrying sick and disabled veterans great distances for inpatient care also 
raises patient safety and quality concerns. 

The HCCF program raises many concerns for the IBVSOs that VA must address 
before we can support the program. Among these questions, we wonder how VA 
would handle governance, especially with respect to the large numbers of non-VA 
employees who would be treating veterans? How would the non-VA facility deal 
with VA directives and rule changes that govern health care delivery and that en- 
sure safety and uniformity of the quality of care? Will VA apply its space planning 
criteria and design guides to non-VA facilities? How will VA’s critical research ac- 
tivities, most of which improve the lives of all Americans and not only veterans, be 
affected if they are being conducted in shared facilities, and not a traditional part 
of VA’s first-class research programs? What would this change mean for VA’s elec- 
tronic health record, which many have rightly lauded as the standard that other 
health care systems should aim to achieve? Without the electronic health record, 
how would VA maintain continuity of care for a veteran who moves to another area? 

But most importantly, CARES required years to complete and consumed thou- 
sands of hours of effort and millions of dollars of study. We believe it to be a com- 
prehensive and fully justified roadmap for VA’s infrastructure as well as a model 
that VA can apply periodically to assess and adjust those priorities. Given the 
strengths of the CARES process and the lessons VA learned and has applied from 
it, why is the HCCF model, which to our knowledge has not been based on any sort 
of model or study of the long-term needs of veterans, the superior one? We have yet 
to see evidence that it is and until we see more convincing evidence that it will truly 
serve the best needs of veterans, the IBVSOs will have a difficult time supporting 
it. 

Recommendation: 

VA must resist implementing the HCCF model without fully addressing the many 
questions the IBVSOs have and VA must explain how the program would meet the 
needs of veterans, particularly as compared to the roadmap CARES has laid out. 

Research Infrastructure Funding 

The Department of Veterans Affairs must have increased funding for its re- 
search infrastructure to provide a state-of-the-art research and labora- 
tory environment for its excellent programs, but also to ensure that VA 
hires and retains the top scientists and researchers. 

VA Research Is a National Asset 

Research conducted in the Department of Veterans Affairs has led to such innova- 
tions and advances as the cardiac pacemaker, nuclear scanning technologies, radio- 
isotope diagnostic techniques, liver and other organ transplantation, the nicotine 
patch, and vast improvements in a variety of prosthetic and sensory aids. A state- 
of-the-art physical environment for conducting VA research promotes excellence in 
health professions education and VA patient care as well as the advancement of bio- 
medical science. Adequate and up-to-date research facilities also help VA recruit and 
retain the best and brightest clinician scientists to care for enrolled veterans. 

VA Research Infrastructure Funding Shortfalls 

In recent years, funding for the VA Medical and Prosthetics Research Program 
has failed to provide the resources needed to maintain, upgrade, and replace VA’s 
aging research facilities. Many VA facilities have exhausted their available research 
space. Along with space reconfiguration, ventilation, electrical supply, and plumbing 
appear frequently on lists of needed upgrades in VA’s academic health centers. In 
the 2003 Draft National Capital Asset Realignment for Enhanced Services (CARES) 
plan, VA included $142 million designated for renovation of existing research space 
and build-out costs for leased researched facilities. However, these capital improve- 
ment costs were omitted from the Secretary’s final report. Over the past decade, 
only $50 million has been spent on VA research construction or renovation nation- 
wide, and only 24 of the 97 major VA research sites across the Nation have bene- 
fited. 

In House Report 109-95 accompanying the FY 2006 VA appropriations, the House 
Appropriations Committee directed VA to conduct “a comprehensive review of its re- 
search facilities and report to the Congress on the deficiencies found and sugges- 
tions for correction of the identified deficiencies.” In FY 2008, the VA Office of Re- 
search and Development initiated a multiyear examination of all VA research infra- 
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structure for physical condition and capacity for current research, as well as pro- 
gram growth and sustainability of the space needed to conduct research. 

Lack of a Mechanism to Ensure VA’s Research Facilities Remain Competi- 
tive 

In House Report 109-95 accompanying the FY 2006 VA appropriations, the House 
Appropriations Committee expressed concern that “equipment and facilities to sup- 
port the research program may be lacking and that some mechanism is necessary 
to ensure the Department’s research facilities remain competitive.” A significant 
cause of research infrastructure’s neglect is that there is no direct funding line for 
research facilities. 

The VA Medical and Prosthetic Research appropriation does not include funding 
for construction, renovation, or maintenance of research facilities. VA researchers 
must rely on their local facility managements to repair, upgrade, and replace re- 
search facilities and capital equipment associated with VA’s research laboratories. 
As a result, VA research competes with other medical facilities’ direct patient care 
needs — such as medical services infrastructure, capital equipment upgrades and re- 
placements, and other maintenance needs — for funds provided under either the VA 
Medical Facilities appropriation account or the VA Major or Minor Medical Con- 
struction appropriations accounts. 

Recommendations: 

The Independent Budget veterans service organizations anticipate VA’s analysis 
will find a need for funding significantly greater than VA had identified in the 2004 
Capital Asset Realignment for Enhanced Services report. As VA moves forward with 
its research facilities assessment, the IBVSOs urge Congress to require the VA to 
submit the resulting report to the House and Senate Committees on Veterans’ Af- 
fairs no later than October 1, 2009. This report will ensure that the Administration 
and Congress are well informed of VA’s funding needs for research infrastructure 
so they may be fully considered at each stage of the FY 2011 budget process. 

To address the current shortfalls, the IBVSOs recommend an appropriation in FY 
2010 of $142 million, dedicated to renovating existing VA research facilities in line 
with the 2004 CARES findings. 

To address the VA research infrastructure’s defective funding mechanism, the 
IBVSOs encourage the Administration and Congress to support a new appropria- 
tions account in FY 2010 and thereafter to independently define and separate VA 
research infrastructure funding needs from those related to direct VA medical care. 
This division of appropriations accounts will empower VA to address research facil- 
ity needs without interfering with the renovation and construction of VA direct 
health-care infrastructure. 

Program for Architectural Master Plans: 

Each VA medical facility must develop a detailed master plan. 

The delivery models for quality health care are in a constant state of change. This 
is due to many factors including advances in research, changing patient demo- 
graphics, and new technology. 

The VA must design their facilities with a high level of flexibility in order to ac- 
commodate these new methods of patient care. The department must be able to plan 
for change to accommodate new patient care strategies in a logical manner with as 
little effect as possible on other existing patient care programs. VA must also pro- 
vide for growth in already existing programs. 

A facility master plan is a comprehensive tool to look at potential new patient 
care programs and how they might affect the existing health care facility. It also 
provides insight with respect to possible growth, current space deficiencies, and 
other facility needs for existing programs and how VA might accommodate these in 
the future. 

In some cases in the past, VA has planned construction in a reactive manner. 
After funding, VA would place projects in the facility in the most expedient man- 
ner — often not considering other projects and facility needs. This would result in 
shortsighted construction that restricts, rather than expands options for the future. 

The IBVSOs believe that each VA medical Center should develop a comprehensive 
facility master plan to serve as a blueprint for development, construction, and future 
growth of the facility. Short and long-term CARES objectives should be the basis 
of the master plan. 

Four critical programs were not included in the CARES initiative. They are long- 
term care, severe mental illness, domiciliary care, and Polytrauma. VA must develop 
a comprehensive plan addressing these needs and its facility master plans must ac- 
count for these services. 
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VA has undertaken master planning for several VA facilities; most recently 
Tampa, Florida. This is a good start, but VA must ensure that all facilities develop 
a master plan strategy to validate strategic planning decisions, prepare accurate 
budgets, and implement efficient construction that minimizes wasted expenses and 
disruption to patient care. 

Recommendation: 

Congress must appropriate $20 million to provide funding for each medical facility 
to develop a master plan. 

Each facility master plan should include the areas left out of CARES; long-term 
care, severe mental illness, domiciliary care, and Polytrauma programs as it relates 
to the particular facility. 

VACO must develop a standard format for these master plans to ensure consist- 
ency throughout the VA health care system. 

Empty or Underutilized Space 

VA must not use empty space inappropriately and must continue disposing of un- 
necessary property where appropriate Studies have suggested that the VA medical 
system has extensive amounts of empty space that the Department can reuse for 
medical services. Others have suggested that unused space at one medical center 
may help address a deficiency that exists at another location. Although the space 
inventories are accurate, the assumption regarding the feasibility of using this space 
is not. 

Medical facility planning is complex. It requires intricate design relationships for 
function, but also because of the demanding requirements of certain types of med- 
ical equipment. Because of this, medical facility space is rarely interchangeable, and 
if it is, it is usually at a prohibitive cost. For example, VA cannot use unoccupied 
rooms on the eighth floor to offset a deficiency of space in the second floor surgery 
ward. Medical space has a very critical need for inter- and intra-departmental 
adjacencies that must be maintained for efficient and hygienic patient care. 

When a department expands or moves, these demands create a domino effect of 
everything around it. These secondary impacts greatly increase construction ex- 
pense, and they can disrupt patient care. 

Some features of a medical facility are permanent. Floor-to-floor heights, column 
spacing, light, and structural floor loading cannot be altered. Different aspects of 
medical care have different requirements based upon these permanent characteris- 
tics. Laboratory or clinical spacing cannot be interchanged with ward space because 
of the needs of different column spacing and perimeter configuration. Patient wards 
require access to natural light and column grids that are compatible with room-style 
layouts. Labs should have long structural bays and function best without windows. 
When renovating empty space, if the area is not suited to its planned purpose, it 
will create unnecessary expenses and be much less efficient. 

Renovating old space rather than constructing new space creates only a marginal 
cost savings. Renovations of a specific space typically cost 85 percent of what a simi- 
lar, new space would. When you factor in the aforementioned domino or secondary 
costs, the renovation can end up costing more and produce a less satisfactory result. 
Renovations are sometimes appropriate to achieve those critical functional 
adjacencies, but it is rarely economical. 

Many older VA Medical Centers that were rapidly built in the 1940s and 1950s 
to treat a growing veteran population are simply unable to be renovated for modern 
needs. Most of these Bradley-style buildings were designed before the widespread 
use of air conditioning and the floor-to-floor heights are very low. Accordingly, it is 
impossible to retrofit them for modern mechanical systems. They also have long, 
narrow wings radiating from a small central core, which is an inefficient way of lay- 
ing out rooms for modern use. This central core, too, has only a few small elevator 
shafts, complicating the vertical distribution of modern services. 

Another important problem with this unused space is its location. Much of it is 
not located in a prime location; otherwise, VA would have previously renovated or 
demolished this space for new construction. This space is typically located in out- 
lying buildings or on upper floor levels, and is unsuitable for modern use. 

VA Space Planning Criteria/Design Guides: 

VA must continue to maintain and update the Space Planning Criteria and De- 
sign Guides to reflect state-of-the-art methods of health care delivery. 

VA has developed space-planning criteria it uses to allocate space for all VA 
health care projects. These criteria are organized into sixty chapters; one for each 
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health care service provided by VA as well as their associated support services. VA 
updates these criteria to reflect current methods of health care delivery. 

In addition to updating these criteria, VA has utilized a computer program called 
VA SEPS (Space and Equipment Planning System) it uses as a tool to develop space 
and equipment allocation for all VA health care projects. This tool is operational and 
VA currently uses it on all VA health care projects. 

The third component used in the design of VA health care projects is the design 
guides. Each of the sixty space planning criteria chapters has an associated design 
guide. These design guides go beyond the allocation of physical space and outline 
how this space is organized within each individual department, as well as how the 
department relates to the entire medical facility. 

VA has updated several of the design guides to reflect current patient delivery 
models. These include those guides that cover Spinal Cord Injury/Disorders Center, 
Imaging, Polytrauma Centers, as well as several other services. 

Recommendation: 

The VA must continue to maintain and update the Space Planning Criteria and 
the VA SEPS space-planning tool. It also must continue the process of updating the 
Design Guides to reflect current delivery models for patient care. VA must regularly 
review and update all of these space-planning tools as needed, to reflect the highest 
level of patient care delivery. 

Design-build Construction Delivery System 

The VA must evaluate use of the Design-build construction delivery system. 

For the past 10 years, VA has embraced the design-build construction delivery 
system as a method of project delivery for many health care projects. Design-build 
attempts to combine the design and construction schedules in order to streamline 
the traditional design-bid-build method of project delivery. The goal is to minimize 
the risk to the owner and reduce the project delivery schedule. Design-build, as used 
by VA, places the contractor as the design builder. 

Under the contractor-led design build process, VA gives the contractor a great 
deal of control over how he or she designs and completes the project. In this method, 
the contractor hires the architect and design professionals. With the architect as a 
subordinate, a contractor may sacrifice the quality of material and systems in order 
to add to his own profits at the expense of the owner. 

Use of design-build has several inherent problems. A short-cut design process re- 
duces the time available to provide a complete design. This provides those respon- 
sible for project oversight inadequate time to review completed plans and specifica- 
tions. In addition, the construction documents may not provide adequate scope for 
the project, leaving out important details regarding the workmanship and/or other 
desired attributes of the project. This makes it difficult to hold the builder account- 
able for the desired level of quality. As a result, a project is often designed as it 
is being built, which often compromises VA’s design standards. 

Design-build forces the owner to rely on the contractor to properly design a facil- 
ity that meets the owner’s needs. In the event that the finished project is not satis- 
factory to the owner, the owner may have no means to insist on correction of work 
done improperly unless the contractor agrees with the owner’s assessment. This 
may force the owner to go to some form of formal dispute resolution such as litiga- 
tion or arbitration. 

Recommendation: 

VA must evaluate the use of Design-build as a method of construction delivery 
to determine if design-build is an appropriate method of project delivery for VA 
health care projects. 

The VA must institute a program of “lessons learned”. This would involve revis- 
iting past projects and determining what worked, what could be improved, and what 
did not work. VA should compile and use this information as a guide to future 
projects. VA must regularly update this document to include projects as they are 
completed. 


Preservation of VA’s Historic Structures: 

The VA must further develop a comprehensive program to preserve and protect 
its inventory of historic properties. 

The VA has an extensive inventory of historic structures that highlight America’s 
long tradition of providing care to veterans. These buildings and facilities enhance 
our understanding of the lives of those who have worn the uniform, and who helped 
to develop this great Nation. Of the approximately 2,000 historic structures, many 
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are neglected and deteriorate year after year because of a lack of funding. These 
structures should be stabilized, protected and preserved because they are an inte- 
gral part our Nation’s history. 

Most of these historic facilities are not suitable for modern patient care. As a re- 
sult, a preservation strategy was not included in the CARES process. For the past 
6 years, the IBVSOs have recommended that VA conduct an inventory of these 
properties; classifying their physical condition and their potential for adaptive reuse. 
VA has been moving in that direction and historic properties are identified on their 
Web site. VA has placed many of these buildings in an “Oldest and Most Historic” 
list and these buildings require immediate attention. 

At least one project has received funding. The VA has invested over $100,000 in 
the last year to address structural issues at a unique round structure in Hampton, 
VA. Built in 1860, it was originally a latrine and the funding is allowing VA to con- 
vert it into office space. 

The cost for saving some of these buildings is not very high considering that they 
represent a part of history that enriches the texture of our landscape that once gone 
cannot be recaptured. For example, VA can restore the Greek Revival Mansion in 
Perry Point, MD, which was built in the 17fifties, to use as a training space for 
about $1.2 million. VA could restore the 1881 Milwaukee Ward Memorial Theater 
for use as a multi-purpose facility at a cost of $6 million. This is much less than 
the cost of a new facility. 

As part of its adaptive reuse program, VA must ensure that the facilities that it 
leases or sells are maintained properly. VA’s legal responsibilities could, for exam- 
ple, be addressed through easements on property elements, such as building exte- 
riors or grounds. 

We encourage the use of P.L. 108-422, the Veterans Health Programs Improve- 
ment Act, which authorized historic preservation as one of the uses of a new capital 
assets fund that receives funding from the sale or lease of VA property. 

Recommendation: 

VA must further develop a comprehensive program to preserve and protect its in- 
ventory of historic properties. 

Mr. Chairman, this concludes my statement. I would be happy to answer any 
questions that you or the Members of the Committee may have. 


Prepared Statement of Raymond C. Kelley, 

National Legislative Director, American Veterans (AMVETS) 

Chairman Filner, Ranking Member Buyer, and Members of the Committee: 

AMVETS is honored to join our fellow veterans service organizations and partners 
at this important hearing on the Department of Veterans Affairs budget request for 
fiscal year 2010. My name is Raymond C. Kelley, National Legislative Director of 
AMVETS, and I am pleased to provide you with our best estimates on the resources 
necessary to carry out a responsible budget for VA. 

AMVETS testifies before you as a co-author of The Independent Budget. This is 
the 23rd year AMVETS, the Disabled American Veterans, the Paralyzed Veterans 
of America, and the Veterans of Foreign Wars have pooled our resources to produce 
a unique document, one that has stood the test of time. 

In developing The Independent Budget, we believe in certain guiding principles. 
Veterans should not have to wait for benefits to which they are entitled. Veterans 
must be ensured access to high-quality medical care. Specialized care must remain 
the focus of VA. Veterans must be guaranteed timely access to the full continuum 
of health care services, including long-term care. And, veterans must be assured ac- 
cessible burial in a state or national cemetery in every state. 

The VA health care system is the best in the country and responsible for great 
advances in medical science. VHA is uniquely qualified to care for veterans’ needs 
because of its highly specialized experience in treating service-connected ailments. 
The delivery care system provides a wide array of specialized services to veterans 
like those with spinal cord injuries, blindness, traumatic brain injury, and post trau- 
matic stress disorder. 

Mr. Chairman, I want to thank you for introducing H.R. 1016, the Veterans 
Health Care Budget Reform and Transparency Act of 2009. Providing sufficient, pre- 
dictable and timely funding for VA health care will go a long way in ensuring our 
veterans receive the care they need from fully staffed, state of the art VA medical 
centers. I also want to thank each Member of the Committee who has co-sponsored 
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this act, and for those how still have questions I look forward to further discussions 
so we can solve the problems of the current funding system. 

As a partner of The Independent Budget, AMVETS devotes a majority of its time 
with the concerns of the National Cemetery Administration (NCA) and I would like 
to speak directly to the issues and concerns surrounding NCA. 

The National Cemetery Administration 

The Department of Veterans Affairs National Cemetery Administration (NCA) 
currently maintains more than 2.9 million gravesites at 125 national cemeteries in 
39 states and Puerto Rico. Of these cemeteries, 65 will be open to all interments; 
20 will accept only cremated remains and family members of those already interred; 
and 40 will only perform interments of family members in the same gravesite as 
a previously deceased family member. NCA also maintains 33 soldiers’ lots and 
monument sites. All told, NCA manages 17,000 acres, half of which are developed. 

VA estimates that about 27 million veterans are alive today. They include vet- 
erans from World War I, World War II, the Korean war, the Vietnam War, the Gulf 
War, the conflicts in Afghanistan and Iraq, and the Global War on Terrorism, as 
well as peacetime veterans. With the anticipated opening of the new national ceme- 
teries, annual interments are projected to increase from approximately 100,000 in 
2007 to 111,000 in 2009. Historically, 12 percent of veterans opt for burial in a state 
or national cemetery. 

The most important obligation of the NCA is to honor the memory of America’s 
brave men and women who served in the armed forces. Therefore, the purpose of 
these cemeteries as national shrines is one of the NCA’s top priorities. Many of the 
individual cemeteries within the system are steeped in history, and the monuments, 
markers, grounds, and related memorial tributes represent the very foundation of 
the United States. With this understanding, the grounds, including monuments and 
individual sites of interment, represent a national treasure that deserves to be pro- 
tected and cherished. 

The Independent Budget veterans service organizations (IBVSOs) would like to ac- 
knowledge the dedication and commitment of the NCA staff who continue to provide 
the highest quality of service to veterans and their families. We call on the Adminis- 
tration and Congress to provide the resources needed to meet the changing and crit- 
ical nature of NCA’s mission and fulfill the Nation’s commitment to all veterans who 
have served their country honorably and faithfully. 

In FY 2008, $195 was million appropriated for the operations and maintenance 
of NCA, $28.2 million over the Administration’s request, with only $220,000 in car- 
ryover. NCA awarded 39 of the 42 minor construction projects that were in the oper- 
ating plan. The State Cemetery Grants Service awarded $37.3 million of the $39.5 
million that was appropriated. This carryover was caused by the cancellation of a 
contract that NCA had estimated to be $2 million but the contractor’s estimation 
was considerable higher. Additionally, $25 million was invested in the National 
Shrine Commitment. 

NCA has done an exceptional job of providing burial options for 88 percent of all 
veterans who fall within the 170,000 veterans within a 75 mile radius threshold 
model. However, under this model, no new geographical area will become eligible 
for a national Cemetery until 2015. St. Louis, Mo. will, at that time, meet the 
threshold due to the closing of Jefferson Barracks National Cemetery in 2017. Anal- 
ysis shows that the five areas with the highest veteran population will not become 
eligible for a national Cemetery because they will not reach the 170,000 threshold. 

NCA has spent years developing and maintaining a cemetery system based on a 
growing veteran population. In 2010 our veteran population will begin to decline. 
Because of this downward trend, a new threshold model must be developed to en- 
sure more of our veterans will have reasonable access to their burial benefits. Re- 
ducing the mile radius to 65 miles would reduce the veteran population that is 
served from 90 percent to 82.4 percent, and reducing the radius to 55 miles would 
reduce the served population to 74.1 percent. Reducing the radius alone to 55 miles 
would only bring two geographical areas in to 170,000 population threshold in 2010, 
and only a few areas into this revised model by 2030. 

Several geographical areas will remain unserved if the population threshold is not 
reduced. Lowering the population threshold to 100,000 veterans would immediately 
make several areas eligible for a national Cemetery regardless of any change to the 
mile radius threshold. A new threshold model must be implemented so more of our 
veterans will have access to this earned benefit. 
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National Cemetery Administration (NCA) Accounts 

The Independent Budget recommends an operations budget of $241.5 million for 
the NCA for fiscal year 2010 so it can meet the increasing demands of interments, 
gravesite maintenance, and related essential elements of cemetery operations. 

The NCA is responsible for five primary missions: (1) to inter, upon request, the 
remains of eligible veterans and family members and to permanently maintain 
gravesites; (2) to mark graves of eligible persons in national, state, or private ceme- 
teries upon appropriate application; (3) to administer the state grant program in the 
establishment, expansion, or improvement of state veterans cemeteries; (4) to award 
a presidential certificate and furnish a United States flag to deceased veterans; and 
(5) to maintain national cemeteries as national shrines sacred to the honor and 
memory of those interred or memorialized. 

The national cemetery system continues to be seriously challenged. Though there 
has been progress made over the years, the NCA is still struggling to remove dec- 
ades of blemishes and scars from military burial grounds across the country. Visi- 
tors to many national cemeteries are likely to encounter sunken graves, misaligned 
and dirty grave markers, deteriorating roads, spotty turf and other patches of decay 
that have been accumulating for decades. If the NCA is to continue its commitment 
to ensure national cemeteries remain dignified and respectful settings that honor 
deceased veterans and give evidence of the Nation’s gratitude for their military serv- 
ice, there must be a comprehensive effort to greatly improve the condition, function, 
and appearance of all our national cemeteries. 

Therefore, in accordance with “An Independent Study on Improvements to Vet- 
erans Cemeteries,” which was submitted to Congress in 2002, The Independent 
Budget again recommends Congress establish a 5-year, $250 million “National 
Shrine Initiative” to restore and improve the condition and character of NCA ceme- 
teries as part of the FY 2008 operations budget. Volume 2 of the Independent Study 
provides a systemwide, comprehensive review of the conditions at 119 national 
cemeteries. It identifies 928 projects across the country for gravesite renovation, re- 
pair, upgrade, and maintenance. These projects include cleaning, realigning, and 
setting headstones and markers; cleaning, caulking, and grouting the stone surfaces 
of columbaria; and maintaining the surrounding walkways. Grass, shrubbery, and 
trees in burial areas and other land must receive regular care as well. Additionally, 
cemetery infrastructure, i.e. buildings, grounds, walks, and drives must be repaired 
as needed. According to the Study, these project recommendations were made on the 
basis of the existing condition of each cemetery after taking into account the ceme- 
tery’s age, its burial activity, burial options and maintenance programs. 

The IBVSOs is encouraged that $25 million was set aside for the National Shrine 
Commitment for FY 07 and 08. The NCA has done an outstanding job thus far in 
improving the appearance of our National cemeteries, but we have a long way to 
go to get us where we need to be. By enacting a 5-year program with dedicated 
funds and an ambitious schedule, the national cemetery system can fully serve all 
veterans and their families with the utmost dignity, respect, and compassion. 

In addition to the management of national cemeteries, the NCA is responsible for 
the Memorial Program Service. The Memorial Program Service provides lasting me- 
morials for the graves of eligible veterans and honors their service through Presi- 
dential Memorial Certificates. Public Laws 107-103 and 107-330 allow for a head- 
stone or marker for the graves of veterans buried in private cemeteries who died 
on or after September 11, 2001. Prior to this change, the NCA could provide this 
service only to those buried in national or state cemeteries or to unmarked graves 
in private cemeteries. Public Law 110-157 gives VA authority to provide a medal- 
lion to be attached to the headstone or marker of veterans who are buried in a pri- 
vate cemetery. This benefit is available to veterans in lieu of a government fur- 
nished headstone or marker. 

The IBVSOs call on the Administration and Congress to provide the resources re- 
quired to meet the critical nature of the NCA mission and fulfill the Nation’s com- 
mitment to all veterans who have served their country so honorably and faithfully. 
Congress should provide NCA with $241.5 million for fiscal year 2010 to offset the 
costs related to increased workload, additional staff needs, general inflation and 
wage increases and Congress should include as part of the NCA appropriation $50 
million for the first stage of a $250 million 5-year program to restore and improve 
the condition and character of existing NCA cemeteries. 

The State Cemetery Grants Program 

The State Cemeteries Grant Program faces the challenge of meeting a growing in- 
terest from states to provide burial services in areas that are not currently served. 
The intent of the SCGP is to develop a true complement to, not a replacement for, 
our Federal system of national cemeteries. With the enactment of the Veterans Ben- 
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efits Improvements Act 1998, the NCA has been able to strengthen its partnership 
with states and increase burial service to veterans, especially those living in less 
densely populated areas not currently served by a national cemetery. Currently 
there are 55 state and tribal government cemetery construction grant pre-applica- 
tions, 34 of which have the required state matching funds necessary totaling $120.7 
million. 

The Independent Budget recommends that Congress appropriate $52 million for 
SCGP for FY 2010. This funding level would allow SCGP to establish six new state 
cemeteries that will provide burial options for 179,000 veterans who live in a region 
that currently has no reasonably accessible state or national cemetery. 

Burial Benefits 

In 1973 NCA established a burial allowance that provided partial reimbursements 
for eligible funeral and burial costs. The current payment is $2,000 for burial ex- 
penses for service-connected (SC) death, $300 for non-service-connected (NSC) 
deaths, and $300 for plot allowance. At its inception, the payout covered 72 percent 
of the funeral cost for a service-connected death, 22 percent for a non-service-con- 
nected death, and 54 percent of the burial plot cost. In 2007 these benefits eroded 
to 23 percent, 4 percent, and 14 percent respectively. It is time to bring these bene- 
fits back to their original value. 

Burial allowance was first introduced in 1917 to prevent veterans from being bur- 
ied in potters’ fields. In 1923 the allowance was modified. The benefit was deter- 
mined by a means test, and then in 1936 the allowance was changed again, remov- 
ing the means test. In its early history, the burial allowance was paid to all vet- 
erans, regardless of the service-connectivity of their death. In 1973 the allowance 
was modified to reflect the relationship of their death as service connected or not. 

The plot allowance was introduced in 1973 as an attempt to provide a plot benefit 
for veterans who did not have reasonable access to a national cemetery. Although 
neither the plot allowance nor the burial allowances were intended to cover the full 
cost of a civilian burial in a private cemetery, the increase in the benefit’s value in- 
dicates the intent to provide a meaningful benefit by adjusting for inflation. 

The national average cost for a funeral and burial in a private cemetery has 
reached $8,555, and the cost for a burial plot is $2,133. At the inception of the ben- 
efit the average costs were $1,116 and $278 respectively. While the cost of a funeral 
has increased by nearly seven times the burial benefit has only increased by 2.5 
times. To bring both burial allowances and the plot allowance back to its 1973 
value, the SC benefit payment will be $6,160, the NSC benefit value payment will 
be $1,918, and the plot allowance will increase to $1,150. Readjusting the value of 
these benefits, under the current system, will increase the obligations from $70.1 
million to $335.1 million per year. 

Based on accessibility and the need to provide quality burial benefits, The Inde- 
pendent Budget recommends that VA separate burial benefits into two categories: 
veterans who live inside the VA accessibility threshold model and those who live 
outside the threshold. For those veterans who live outside the threshold, the SC 
burial benefit should be increased to $6,160, NSC veteran’s burial benefit should be 
increased to $1,918, and plot allowance should increase to $1,150 to match the origi- 
nal value of the benefit. For veterans who live within reasonable accessibility to a 
state or national cemetery that is able to accommodate burial needs, but the veteran 
would rather be buried in a private cemetery the burial benefit should be adjusted. 
These veterans’ burial benefits will be based on the average cost for VA to conduct 
a funeral. The benefit for a SC burial will be $2,793, the amount provided for a NSC 
burial will be $854, and the plot allowance will be $1,150. This will provide a burial 
benefit at equal percentages, but based on the average cost for a VA funeral and 
not on the private funeral cost that will be provided for those veterans who do not 
have access to a state or national cemetery. 

The recommendations of past legislation provided an increased benefit for all eli- 
gible veterans but it currently fails to reach the intent of the original benefit. The 
new model will provide a meaningful benefit to those veterans whose access to a 
state or national cemetery is restricted as well as provides an improved benefit for 
eligible veterans who opt for private burial. Congress should increase the plot allow- 
ance from $300 to $1,150 for all eligible veterans and expand the eligibility for the 
plot allowance for all veterans who would be eligible for burial in a national ceme- 
tery, not just those who served during wartime. Congress should divide the burial 
benefits into two categories: veterans within the accessibility model and veterans 
outside the accessibility model. Congress should increase the service-connected bur- 
ial benefit from $2,000 to $6,160 for veterans outside the radius threshold and 
$2,793 for veterans inside the radius threshold. Congress should increase the non- 
service-connected burial benefit from $300 to $1,918 for veterans outside the radius 
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threshold and $854 for veterans inside the radius threshold. Congress should enact 
legislation to adjust these burial benefits for inflation annually. 

The NCA honors veterans with a final resting place that commemorates their 
service to this Nation. More than 2.8 million soldiers who died in every war and 
conflict are honored by burial in a VA national cemetery. Each Memorial Day and 
Veterans Day we honor the last full measure of devotion they gave for this country. 
Our national cemeteries are more than the final resting place of honor for our vet- 
erans; they are hallowed ground to those who died in our defense, and a memorial 
to those who survived. 

Mr. Chairman, this concludes my testimony. I thank you again for the privilege 
to present our views, and I would be pleased to answer any questions you might 
have. 


Prepared Statement of Paul Sullivan, 

Executive Director, Veterans for Common Sense 

Veterans for Common Sense (VCS) thanks Chairman Filner and Members of the 
Committee for inviting us to testify about the Department of Veterans Affairs’ (VA) 
budget request for Fiscal Year 2010. 

VCS applauds VA’s fiscal year 2010 budget submission. President Barack Obama 
and VA Secretary Eric Shinseki plan to increase VA’s budget by $15 billion for 2010. 
This enormous increase is fantastic and far exceeds our highest expectations. This 
dramatic improvement in funding should provide a desperately needed shot in the 
arm for VA to increase capacity, streamline policies, and resolve years of chronic 
underfunding. VCS awaits further details about VA’s 2010 budget request expected 
to be released in April. 

VCS thanks the Committee for your hearings and for your landmark legislation 
during the 110th Congress. We especially thank you for the “Joshua Omvig Vet- 
erans Suicide Prevention Act,” the “Dignity for Wounded Warriors Act,” and Chair- 
man John Hall’s landmark legislation launching an overhaul of the Veterans Bene- 
fits Administration (VBA). Other key legislation passed in the past 2 years includes 
significant budget increases, major cost of living increases, and a lift on VA’s ban 
on advertising. 

Measuring Success in Five Key Areas 

As described in our recent report, “Looking Forward: The Status and Future of 
VA,” http://www.veteransforcommonsense.org/filesATcs/VCSJLooking_Forward_ 
Report_02-09-2009.pdf, VCS urges Congress to focus on a narrow set of five key 
measures to monitor VA. We ask you to work with VA to consistently, accurately, 
and transparently define these terms and then monitor their quality and timely as- 
sistance: 

1. Health care — excluding mental health 

2. Health care — mental health 

3. Suicide prevention 

4. Reducing homelessness 

5. Benefits (compensation, pension, education, vocational rehabilitation, home 
loan guaranty, and insurance), especially the disability compensation backlog 

Key Budgeting Questions 

VCS asks Congress to require that VA answer these key budgeting questions: 

1. Does VA have enough funding, staffing, and legislative guidance to process all 
disability claims within 30 days? 

2. Does VA have enough funding, staffing, and legislative guidance to provide all 
patients (physical health care and mental health care) with care within 30 
days? 

3. Does VA have enough information gathered at each point-of-service to answer 
questions one and two? 

VA’s 2008 Significant Estimation Failure 

VCS begins our testimony by spotlighting an enormous red flag at VA in 2008. 
During the last Administration, VA repeatedly failed to accurately estimate the 
number of Iraq and Afghanistan war veteran patients. We hope we can look forward 
to a time when VA properly estimates demand so VA is not caught a day late and 
a dollar short. To the best of our knowledge, VA has never estimated the number 
of Iraq and Afghanistan war veteran disability compensation claims and the number 
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of issues per claim. We look forward to learning about VA’s estimates in the coming 
months. 

VA’s pattern of planning failures has caused enormous harm to our veterans by 
creating massive delays obtaining health care and disability benefits. In 2005, VA 
testified before Congress that the agency had sufficient money to provide timely and 
high-quality health care and benefits. This turned out to be a vicious game of smoke 
and mirrors — a tragic game which our veterans always lose. A few months later, 
former VA Secretary Jim Nicholson returned to Congress, hat in hand, to request 
billions of dollars in emergency appropriations. 

VA’s planning errors were caused by the prior Administration’s failure to consider 
the long-term health care and disability benefit needs of returning Iraq and Afghan- 
istan war veterans. VA’s planning errors continued through 2008, a trend we hope 
ends with the new Administration. In February 2008 statement by former VA Sec- 
retary James Peake. He told this Committee, “We expect to treat about 333,000 vet- 
erans in 2009 who served in Operation Enduring Freedom and Operation Iraqi 
Freedom.” Not only was he wrong, he was wildly off the mark. In reality, as of Sep- 
tember 30, 2008, VA had already treated more than 400,000 Iraq and Afghanistan 
war veterans. As of 6 months ago, VA had already underestimated the number of 
recent combat veteran patients by 20 percent. 

The situation continues to worsen. Based on the current rate of more than 10,000 
new Iraq and Afghanistan war veteran patients flooding into VA each month, VA 
may expect a total of 520,000 recent war patients by September 30, 2009. That 
would mean VA underestimated the number of new patients by nearly 187,000. VA’s 
estimate may be off by as far as 56 percent. While VCS supports opening VA health 
care to Priority Group 8 veterans and those previously denied enrollment since 
2003, we are concerned that VA may not accurately forecast demand, leading to ad- 
ditional challenges for an already overburdened system. 

VA has not yet provided an estimate for Iraq and Afghanistan war veteran pa- 
tients for FY 2010. We hope VA planners are monitoring the situation carefully so 
as to avoid repeating the same mistake over and over again. VCS asks Congress 
to require that VA produce accurate estimates for new patients and claims for the 
Iraq and Afghanistan wars so that VA leaders adequately prepare budget requests 
and so our veterans receive prompt and high-quality care and benefits. In addition, 
VA should provide more information about VA activities so the public can learn the 
total human and financial costs of the two wars — and be prepared to support signifi- 
cant increases in VA’s budgets for the next several decades. 

Important Facts About VA 

Any discussion about VA and veterans must be based on the best available cur- 
rent information. VCS uses FOIA to obtain documents about VA policies and activi- 
ties in order to better inform Congress, journalists, and the public about VA. 

The information VCS obtained under FOIA provides incontrovertible evidence 
that VA’s capacity crisis requires more active monitoring and significantly increased 
funding. We believe the Iraq and Afghanistan wars, as well as the current severe 
and worsening economic recession, have created extraordinary challenges to VA’s fu- 
ture responsibilities. 

• VA expects to treat 5.8 million patients this year. VCS supports President 
Obama’s plan to open up VA to all eligible veterans, including Category 8. With 
proper planning, this transition can be accomplished within a few years. 

• VA’s Office of the Inspector General reported 25 percent, or as many as 1.5 mil- 
lion veterans per year, wait more than 1 month to see a VA doctor. This is un- 
acceptable, as no veteran should ever wait more than 1 month for care. We also 
insist that emergent mental health patients be treated as equal to physical inju- 
ries — there should be no delay, especially for suicidal patients or new patients 
with symptoms of PTSD. 

• VA regional offices are still working on 672,000 claims of all types. As the Af- 
ghanistan War expands, as Iraq War veterans return home, as VA and DoD 
conduct more PTSD and TBI screenings, as stigma is reduced, and as the 5 
years of free VA health care for new war veterans begins to expire, VA may 
see an increase in new claims that will further exacerbate the existing claims 
backlog. 

• According to VA, 21 percent of the rating-related claims, or 86,000 of all vet- 
erans with a claim pending, have already waited more than 6 months for a deci- 
sion. This is an improvement of 4 percent compared with last year. 

Here are salient facts regarding Iraq and Afghanistan war veterans: 

• DoD reported 82,000 battlefield casualties: nearly 5,000 deaths plus more than 
77,000 non-fatal casualties. 
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• VA hospitals already treated more than 400,000 veteran patients, including 
178,000 diagnosed with at least one mental health condition. 

• VA regional offices received 329,000 veterans’ disability claims 

• 54,000 veterans, or 16 percent, wait, on average 6 months, for a VA decision. 

• VA diagnosed more than 105,000 veterans with PTSD 

• VA approved 43,000 veterans’ claims for PTSD, or 41 percent of those diag- 
nosed. 

We are also awaiting a Congressionally mandated review of discrepancies in claim 
adjudication outcomes, particularly among National Guard and Reserve who are 
half as likely to file a claim, yet twice as likely to be denied. At the request of Con- 
gress, VA is also reviewing the reason why only 41 percent of Iraq and Afghanistan 
war veterans diagnosed with post traumatic stress disorder (PTSD) by VA receive 
disability compensation for PTSD from VA. 

Planning is critical during these difficult economic times. In a worst case scenario 
based on VA data reporting 10,000 new Iraq and Afghanistan war patients per 
month, VA may treat up to one million Iraq and Afghanistan war veterans as 
soon as the end of 2013. For more information about VA’s significant challenges 
related to the Iraq and Afghanistan wars, please read our report, “Looking Forward: 
The Status and Future of VA,” that can be viewed at: http:// 
www.veteransforcommonsense.org/files/vfcs/VCS_Looking Forward Report 02-09- 
2009.pdf 

VCS Budget Priorities for Fiscal Year 2010 and Beyond 

VCS would like to share our top 15 priorities for VA’s Fiscal Year 2010 budget 
and beyond. Each of these priorities addresses key items described in our report, 
“Looking Forward: The Status and Future of VA,” published in February 2009. VCS 
supports implementing as many of these proposals as possible because of VA’s cur- 
rent capacity crisis and because many of these initiatives overlap. 

1. Streamline and Expedite Veterans’ PTSD Claims 

According to a 2008 report by RAND, as many as 338,000 Iraq and Afghanistan 
war veterans are expected to return home and develop post traumatic stress dis- 
order (PTSD). VCS urges Congress to pass the “COMBAT PTSD Act,” H.R. 952. 
Chairman John Hall’s superb new bill properly defines deployment to combat in 
order to streamline disability compensation claims for PTSD. Our VCS analysis of 
health care use and claims activity among Iraq and Afghanistan war veterans re- 
vealed a serious discrepancy that demands immediate action by Congress. According 
to VA statistics released to VCS under the Freedom of Information Act (FOIA), more 
than 105,000 Iraq and Afghanistan war veterans were diagnosed by VA with PTSD. 
However, only 42,000 of those veterans are receiving disability compensation from 
VA for PTSD. The scientific evidence is conclusive: In 2008, the Institute of Medi- 
cine concluded there is a link between deployment to a war zone and the develop- 
ment of PTSD. 

Now is the time to fix the problem of unreasonable PTSD claim delays so that 
our veterans can receive the PTSD disability benefits they earned. With a new law 
or regulation, VA should be able to quickly approve 1910s of thousands of PTSD 
claims filed by Iraq and Afghanistan war veterans. VA would be putting disability 
benefits in the hands of deserving veterans during an economic crisis when their 
need is most acute. Although this proposal may cost billions of dollars in the next 
year, these are entitlement payments VA will eventually pay. Furthermore, VA may 
realize a cost savings when VA employees working on PTSD claims are freed up to 
process other claims of equally deserving veterans. 

2. Streamline and Expedite Veterans’ TBI Claims 

According to the same 2008 RAND report, as many as 357,000 Iraq and Afghani- 
stan war veterans are expected to return home diagnosed with traumatic brain in- 
jury (TBI). In a manner similar to PTSD, VCS urges Congress and the VA to imple- 
ment new rules designed to create a presumption for a concussive blast in order to 
streamline and expedite veterans’ claims for TBI. VCS thanks VA for issuing new 
TBI regulations that improved the rating schedule for veterans suffering from this 
disabling signature physical wound of the wars. However, VA and Congress can go 
further by streamlining the claims process by presuming that veterans diagnosed 
with TBI were exposed to blasts and other TBI-causing injuries while deployed to 
the Iraq and Afghanistan wars (absent any other finding). We have a quickly closing 
window of opportunity to address this issue before it gets worse. If Congress and 
VA fail to streamline PTSD and TBI claims, VA faces the very real prospect of be- 
coming overwhelmed by 600,000 to 700,000 of these difficult to process claims, thus 
further exacerbating VA’s disability claim backlog. In a related matter, VCS became 
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alarmed at VA plans to close the Central Texas Veterans Health Care System Brain 
Imaging and Recovery Laboratory (BIRL), located on the University of Texas cam- 
pus in Austin, Texas. VCS strongly supports continued funding of scientific research 
to better understand TBI and to find treatments for TBI, including the BIRL. 

3. Open Hundreds of New VBA Offices 

Now is the time to bring VA to our veterans and beneficiaries so they can meet 
face-to-face with VA claims processing staff and begin reversing the isolationist cul- 
ture of VA. VCS urges Congress to significantly expand the Veterans Benefits Ad- 
ministration (VBA) and bring VA benefits to locations where our servicemembers 
leave the military and cities where our veterans live. VBA can do this by placing 
permanent claims processing staff at all active duty military facilities and in cities 
throughout the United States in a manner similar to the Social Security Adminis- 
tration. Congress should also allow VA to place VBA staff at VHA facilities and Vet 
Centers. VCS continues to support a massive expansion of VBA’s successful Benefits 
Delivery at Discharge (BDD) program. We especially support VBA’s efforts to trans- 
form BDD into a paperless process. During the 1990s, Under Secretary Ken Kizer 
restructured and reformed the Veterans Health Administration, a strong precedent 
that a new Under Secretary for Benefits can and must follow to reform VBA. At- 
tached for the record is a one-page briefing paper VCS provided to the Presidential 
Transition Team. 

4. Expand Scientific Research, Especially for Gulf War Veterans 

The Research Advisory Committee on Gulf War Veterans’ Illnesses (RAC), report 
published in 2008 confirms that between 175,000 and 210,000 Gulf War veterans 
remain ill. We are still waiting for treatment and benefits from VA. VCS urges Con- 
gress to expand research to better understand Gulf War Illness. VCS urges Con- 
gress to fully fund all $30 million for the Department of Defense for competitive re- 
search in the Congressionally Directed Medical Research Program to search for 
treatments, as recommended by the RAC. We also ask Congress to fund a new set 
of VA — Institute of Medicine contracts to review scientific research related to Gulf 
War toxic exposures that considers both human and animal studies. We especially 
ask that depleted uranium (DU ) be re-examined based on animal studies linking DU 
exposure in laboratory animals to birth defects and cancer. Veterans for Common 
Sense encourages Members of Congress to read the full RAC report, especially the 
recommendations. 

5. Better Long-Term Planning 

Never again should VA be caught off guard to the point where VA is short billions 
of dollars in desperately needed funds to provide health care to our veterans. VCS 
urges Congress to continue consolidating VA’s information technology so VA can col- 
lect and analyze more data more transparently at the local and national level. VA 
should be asked to provide Congress with a specific plan to collect, report, analyze, 
and share data so that VA, Congress, veterans groups, and academics can better 
monitor the situation for planning, staffing, and budgeting purposes over the long- 
term. Better planning also means better training. VCS urges VA to expand training 
for new employees who will be using the data at the local and national level to as- 
sist veterans and plan for the future, especially with the advent of advanced funding 
for VA. 

6. Ending Homelessness 

According to VA, one-in-four homeless people are veterans, and this is a national 
disgrace. Iraq and Afghanistan war veterans are already showing up in homeless 
shelters, a sign of VA’s challenges as well as the overall dismal state of our econ- 
omy. VCS believes VA and Congress should learn a lesson from the Vietnam War, 
where our Nation lied to send our troops to war and then failed to provide for their 
return. In 2003, the prior Administration misled us into another war, and again 
failed to plan for our veterans’ homecoming. There should be zero tolerance for 
homeless veterans. We have an opportunity now to prevent a national tragedy from 
happening again by instituting aggressive homeless prevention initiatives for all 
veterans, especially Iraq and Afghanistan war veterans. A full compliment of sup- 
portive services includes employment assistance, drug and alcohol counseling, and 
mental health treatment, as well as VA health care and benefits assistance. Please 
read the entire statement prepared by Swords to Plowshares that we ask to be 
placed into the record. 

7. Advanced Funding and Mandatory Full Funding 

VCS supports advanced funding for VA as well as mandatory full funding for VA’s 
health care budget. VA needs advanced funding so VA is properly prepared to han- 
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die changes in patient demand at the local and national levels. VA needs mandatory 
full funding so veterans don’t wait for medical care — for physical or psychological 
conditions. VCS supports transparent VA budgeting from the bottom up so veterans, 
legislators, and the public are aware of VA’s financial needs at the local and na- 
tional levels. 

8. Ending Stigma and Discrimination 

One of our top priorities is ending the stigma that often blocks servicemembers 
and veterans from seeking mental health treatment early, when it is most effective 
and least expensive. VCS urges Congress to fund anti-stigma programs that 
allow VA to collaborate with the Department of Defense (DoD) and the Depart- 
ment of Labor (DOL). VCS salutes the new DOL Web site, http:// 
www.americasheroesatwork.gov, and recommends that VA and DoD launch similar 
public education efforts. VCS urges Congress to investigate why DoD has not fully 
implemented the 1997 Force Health Protection laws (Public Law 105-85, section 
701), a law intended to prevent a repeat of the Gulf War illness debacle. VCS be- 
lieves DoD must begin providing pre- and post-deployment medical exams to all 
servicemembers as a way to de-stigmatize mental health conditions. VA needs the 
pre- and post-deployment exam records as part of the veteran’s medical history for 
treatment and disability benefits. 

9. Open a Polytrauma Center at Every VA 

VCS believes every VA medical center should be capable of treating polytrauma 
patients in order to meet the growing demand that more than 6 years of on-going 
warfare requires. All VA medical centers should have this ability so veterans can 
be treated near their homes where family members and friends can provide comfort 
and support. This is especially important since RAND estimated up to 19.5 percent 
of our returning Iraq and Afghanistan war veterans may suffer from TBI. According 
to the Department of Defense, they have already identified more than 180,000 TBI 
cases from the two wars (Associated Press, 

10. Ending Veteran Suicide Epidemic 

VCS thanks VA for implementing their toll-free suicide prevention hotline, a tre- 
mendously successful effort that received 100,000 calls and performed more than 
2,600 “rescues” — saving the lives of thousands of distraught veterans. VCS supports 
a full and prompt implementation of VA’s Mental Health Strategic Plan. We also 
support VA’s new Suicide Prevention Coordinators and Local Recovery Coordinators. 
VCS urges Congress to fund a state-of-the-art suicide data collection, reporting, and 
analysis office at VA that can collaborate with the Department of Defense, Depart- 
ment of Health and Human Services, and other government agencies. The national 
office should identify local, state, and Federal data about veterans who attempted 
or committed suicide so VA can implement the best policies to reduce suicide among 
all veterans, especially recent war veterans. This should include monitoring of spe- 
cific cohorts of veterans by period of war, gender, race, number of deployments, 
length of deployments, use of VA medical centers, use of VA Vet Centers, and use 
of VA disability benefits. VCS remains alarmed at the anecdotal evidence from press 
reports of veterans, often in the National Guard or Reserve, who complete suicide 
shortly after notification of a second or subsequent deployment to the combat zone. 

11. Expanding Vet Centers 

Congress should enact legislation to expand VA’s highly successful Vet Centers. 
VCS urges Congress to allow Vet Centers to provide mental health services to active 
duty servicemembers, either at existing VA facilities or at new offices on military 
bases. This expanded service might first be targeted at military installations that 
have shortages of mental health care providers and bases expecting large redeploy- 
ments from the war zones. Congress should allow families to participate in the read- 
justment counseling process at all Vet Centers. Congress should also allow Vet Cen- 
ters to house VBA staff to assist veterans with disability claims. This should be part 
of an overall long-term VA strategic plan to bring all of VA to our veterans so vet- 
erans are not required to visit several locations for assistance. 

12. Supporting Vietnam War Veterans 

VCS continues to support research and treatments for Vietnam War veterans 
poisoned by dioxin contained in Agent Orange. VCS also supports VA advertising 
and outreach to veterans with diabetes, prostate cancer, and other war-related med- 
ical conditions so they are aware of new VA health care and disability benefits avail- 
able for those conditions. VCS urges Congress to declare “Blue Water” veterans eli- 
gible for VA health care and benefits related to Agent Orange. 
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13. Due Process 

VCS believes all veterans should have the right to full due process and the right 
to retain an attorney to assist them with obtaining VA health care or disability ben- 
efits starting from the first day a veteran or beneficiary seeks any VA benefit. 
Sound legal advice is especially critical when a veteran has a serious injury, such 
as TBI or PTSD, or where the veteran may have diminished capacity to wage a com- 
plex and protracted legal battle against VA. Legal assistance means the ability to 
hire an experienced and trained advocate who will fight for you, an advocate who 
will explain VA’s complicated and adversarial process, an advocate who will to ob- 
tain military and other documents for your claim, and an advocate who can quickly 
obtain your VA benefits. While Veteran Service Organization (VSO) assistance is 
often beneficial to veterans and beneficiaries filing claims against VA, VCS also 
strongly supports the right of veterans and beneficiaries to obtain competent and 
compensated legal counsel for those who defended our Constitution. Due process 
also means that VCS supports efforts by VA to cooperate with local law enforcement 
and legal systems to offer treatment programs to veterans arrested for minor of- 
fenses. We believe that pro-active action to identify veterans in our legal system and 
offer VA treatment may mitigate the long-term social consequences of untreated 
PTSD and TBI. 

14. Outreach 

VCS urges VA to begin more advertising to increase awareness about VA. The 
most important outreach effort should be to reduce stigma against veterans with 
mental health conditions and to publicize VA’s suicide prevention hotline. VCS is 
pleased with Chairman Harry Mitchell’s successful effort to allow VA to conduct ad- 
vertising about health care and benefits. This change represents a progressive policy 
improvement. VCS believes VA should consider broadcasting public service an- 
nouncements describing VA services especially for members of the National Guard 
and Reserve. An analysis by VCS found that they are using VA services less than 
their Active Duty peers. VCS believes Congress should fund VA training and out- 
reach to universities so law students are encouraged to learn about laws designed 
to assist veterans, plus ongoing education to remain current on changes in the laws. 
If the military can spend billions recruiting new soldiers, then VA should be able 
to spend some money making sure veterans and their families know what they 
earned and making sure they can quickly obtain it. 

15. Transparency 

VCS is pleased with VA’s handling of recent challenges by providing greater infor- 
mation earlier. For example, in the past few weeks, VA informed the public about 
a problem with a contractor conducting transcriptions. Transparency in government 
should be applauded. This is why VCS urges Congress to review VA’s handling of 
Freedom of Information Act (FOIA) requests so that more information about VA is 
more readily available to the public. Much of the information VCS presents to Con- 
gress came from our extensive FOIA research efforts. VCS provided Congress, vet- 
erans, and the public with critical information at a time when VA intentionally con- 
cealed bad news. 

For the Committee 

VCS provides four documents related to our testimony for the Committee’s files: 

• Swords to Plowshares, Statement to Presidential Transition Team (PTT), Dec. 
2008. 

• VCS, “Proposal to Restructure Veterans Benefits Administration Facilities,” 
presented to the PTT on Dec. 6, 2008. 

• Nora Eisenberg, “Why the Dark Secrets of the Gulf War are Still Haunting Us,” 
AlterNet, Feb. 27, 2009. 

• VCS, “Looking Forward: The Status and Future of VA,” Feb. 2009. 

[The documents are being retained in the Committee files.] 
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Prepared Statement of Paul Rieckhoff, 

Executive Director, Iraq and Afghanistan Veterans of America 

On behalf of IAVA and our more than 125,000 members and supporters, thank 
you for inviting Iraq and Afghanistan Veterans of America to testify today regarding 
the VA’s budget for Fiscal Year 2010. I would also like to thank you for your com- 
mitment to our Nation’s veterans. From the passage of the new GI Bill to the dra- 
matic increases in veterans’ health care funding, the remarkable legislative victories 
for veterans we’ve seen in the last 3 years would not have been possible without 
your leadership. 

At IAVA, we are committed to making sure that no servicemember, and no vet- 
eran, is ever left behind. The mission of IAVA is to improve the lives of the more 
than 1.7 million Iraq and Afghanistan veterans and their families. As veterans come 
home from Iraq and Afghanistan to the worst economy in decades, we need to show 
real support for our troops and veterans. 

Overall, we are pleased with the limited information currently available about the 
FY 2010 Budget. The top line number for veterans’ discretionary funding is about 
$1.2 billion higher than the amount recommended by leading veterans’ organiza- 
tions, including IAVA, in The Independent Budget. The budget plans increases in 
VA funding by $25 billion over 5 years. This funding will be crucial if we are to 
provide proper care and support to the surge of veterans who will be coming home 
from combat in the coming years. 

We are also pleased to see the renewed focus on mental health care in the DoD 
budget, including the comprehensive TBI registry, and also the rollback of concur- 
rent receipt limitations that unfairly cut the benefits available to disabled military 
retirees. We were also pleased to see the Administration’s planned expansion of VA 
health care access to about 500,000 moderate-income veterans. This is a good first 
step, although we’d like to see it happen faster. About 1.8 million veterans lack 
health insurance, and about 565,000 veterans have been denied VA care because 
their income level was too high. IAVA believes every single veteran should be eligi- 
ble for VA health care. 

From what we’ve seen so far, the budget looks strong. But the devil is in the de- 
tails. Until we have had the opportunity to go through this budget line-by-line in 
April, we can not entirely endorse the plan. Above all, we must ensure that this 
budget does not rest on increased copays, premiums and fees for veterans. 

Our biggest disappointment about the current budget is that the President has 
not opted to include advance appropriations for the VA in his proposal. Advance ap- 
propriations doesn’t cost any additional money, it just gives VA hospitals and clinics 
advance notice of the funding they will receive the following year. Right now, VA 
hospitals have no way of knowing what their budget will be next year, and when 
the budget is passed late (and it usually is), they often have to ration the care they 
give veterans. 

The bottom line is, VA budget delays hurt veterans. I want to tell you about one 
of the thousands of veterans of all generations who would benefit from advance ap- 
propriations. Rey Leal served as a Marine in Fallujah during some of the heaviest 
fighting, earning a Bronze Star with valor as a Private First Class, an almost un- 
heard of accomplishment for a soldier of his rank. But when he returned to southern 
Texas, his closest VA hospital was over 5 hours away. Rey’s a tough Marine, and 
a boxer, but he shouldn’t have to fight to get care at a veterans’ hospital. And at 
his nearest outpatient clinic, there was just one psychologist, taking appointments 
only 2 days a week. 

The psychologist only works 2 days because that Texas clinic, like many VA clin- 
ics and hospitals, has to stretch it’s funding to make sure the money lasts the whole 
year. They don’t know how much funding they’ll have next year because the VA 
budget is routinely passed late. For the millions of veterans like Rey, we must fix 
this broken VA funding system. Advance appropriations is a common-sense solution 
that President Obama supported as a candidate, and it’s something we would have 
liked to see in the budget. 

If the Obama Administration is not going to lead the fight for advance appropria- 
tions, we will need Congress to step in. A number of Members of this Committee, 
including, of course, Chairman Filner, have already proven themselves to be key al- 
lies in the fight for advance appropriations, and we thank you for your support. 
IAVA is a proud endorser of H.R. 1016/S. 423, and we will work with the Commit- 
tees in any way we can to move this legislation forward. With your help, we can 
ensure that veterans are not kept waiting, as they have in 19 of the last 22 years, 
while Congress plays politics with the budget. 

Last month, President Obama traveled to Camp Lejeune to announce the even- 
tual drawdown of combat troops in Iraq. No matter what you think of his plan, one 
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thing is clear: the new strategy in Iraq will create a surge of new veterans coming 
home in 2009 and 2010. America needs to be ready, and the 2010 veterans’ budget 
will be a crucial first step. 

Thank you for your time. 

Sincerely, 

Paul Rieckhoff 


Prepared Statement of Richard F. Weidman, 

Executive Director for Policy and Government Affairs, 

Vietnam Veterans of America 

Chairman Filner, Ranking Member Buyer, and distinguished Members on the 
Committee, on behalf of Vietnam Veterans of America (WA) National President 
John Rowan and all of our officers, Board of Directors, and members, I thank you 
for giving Vietnam Veterans of America (WA) the opportunity to testify today re- 
garding the President’s fiscal year 2010 budget request for the Department of Vet- 
erans Affairs. WA thanks each of you on this distinguished panel, on both sides 
of the aisle, for your strong leadership on issues and concerns of vital concern to 
veterans and their families. 

I want to thank you for recognizing that caring for those who have donned the 
uniform in our name is part of the continuing cost of the national defense. Caring 
for veterans, the essential role of the VA and, for specific services other Federal en- 
tities such as the Department of Labor, the Small Business Administration, and the 
Department of Health and Human Services, must be a national priority. This is 
poignantly clear when we visit the combat-wounded troops at Walter Reed Army 
Medical Center and Bethesda Naval Hospital. 

Mr. Chairman, WA thanks you for sponsoring advanced Appropriations legisla- 
tion in the Senate (H.R. 1016). As you know, WA and other major veterans’ service 
organizations have been long-time supporters of legislation to achieve assured fund- 
ing. When the VA budget is late 19 or of the last 22 times, it is clear that there 
is a need for a new mechanism to correct the problems in the current system of 
funding. While WA remains committed to the assured funding concept, we cur- 
rently strongly support the Advanced Appropriations legislation contained in H.R. 
1016 as being so much better than what we currently have in place. As we have 
this discussion in regard to the FY 10 budget for the VA, the readily apparent need 
for this legislation has never been more pressing. We look forward to working with 
you to ensure its enactment, as it will move us toward our common goal of predict- 
able, fully adequate, and timely funding for VA health care that is sufficient to truly 
meet the needs of all veterans in vital need of such care. 

Overview 

Concerning the proposal at hand, the President’s FY 10 budget for the VA, WA 
is pleased with the overall amount of the request, which is for a $5.5 Billion overall 
increase over the FY 2010 budget. It is unclear how much of that is slated for the 
Veterans Health Administration (VHA), and how much for other purposes given the 
sketchy outline of the VA budget thus far available. However, it is clear that the 
bulk of those funds needs to VHA to meet the rising needs of medical inflation con- 
tinue the process of adding needed organizational capacity as the population served 
expands, and for modernizing equipment and facilities. 

Using the Center for Medicare & Medicaid Services (CMS) figure of 3.6 percent- 
inflation, that would mean that the Congress needs to add a minimum figure of 
about $1.4 Billion to VHA just to keep up with increases in fixed costs, even if no 
more veterans entered the system. Further, there is a need to “front load” staff to 
increase organizational capacity to be ready to handle additional numbers of vet- 
erans allowed to seek health care from the VHA as the system is re-opened to those 
who were frozen out of the system by the actions of the previous Administrations 
beginning in January of 2003. There will be further increases of our youngest vet- 
erans from the current conflicts seeking services from VHA as well as more older 
veterans seeking services, particularly Vietnam veterans whose medical problems 
are now coming to the fore due to age and manifestation of long term effects of expo- 
sure to Agent Orange and other herbicides and toxins in Vietnam and elsewhere 
during their military service. 

While WA is adamant that VA needs to allow these veterans to register and to 
receive health care, it needs to be done in a manner that avoids overwhelming the 
system all at once leading to long delays in receiving care. The system is in many 
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cases too “thin” to be able to accommodate more people for more than a brief 
amount of time. WA believes that these staff enhancements and increases in orga- 
nizational capacity will require at least another $2 Billion for VHA to increase the 
size of permanent staff. 

Vet Centers 

This would include significantly increasing the number of staff in the highly suc- 
cessful VA Vet Center (Readjustment Counseling) program to not just open and pro- 
vide staff for new centers and to do rural outreach, as important as these two efforts 
are, but to enlarge the size of existing teams. Perhaps the most pressing need, be- 
yond ensuring that staff members at Vet Centers are not so over-worked that they 
“burn out,” is the need for more certified family counselors and more counselors pro- 
fessionally trained and certified to deal with military sexual trauma in veterans of 
both genders. The Vet Centers are our first line of defense against suicides, and we 
must make sure they have the organizational capacity to continue doing what they 
do so well on a long term sustainable basis. 

Research 

WA calls for an increased outlay for Research and Development. Traumatic 
Brain Injuries, or TBI, needs to be better understood for treatment to be more effec- 
tive. Other mental health issues, too, that are afflicting too many of our returning 
troops, need to be better understood. Research, for which VA scientists and epi- 
demiologists can be justifiably proud, benefit not only troops who are forever 
changed by their experiences in combat but the general populace as well. VWA be- 
lieves that we must become more serious about research at the VA, given that the 
National Institutes of Health (NIH) continues to totally ignore veterans and the long 
term health effects of military service. Other than one head injury study, we know 
of no other NIH research project that even tangentially asks about military service 
and uses that as a variable (and possible confounder). WA recommends that Re- 
search & Development be provided at least $ 750 million for FY 2010 and commen- 
surately large increases in the out years, so that over 5 years this activity is funded 
at least at the $1 Billion level. 

For the first time in many years, WA has NOT signed on to the Friends of VA 
Health Care & Medical Research (FOVA) although we strongly believe that there 
needs to be a significant increase in R&D funding. WA did not sign on to FOVA 
because of a required pledge not to push for any earmarks in Research & Develop- 
ment funds. It would be irresponsible of WA to sign this pledge and not seek ear 
marks given that we have been unable to discover ANY research programs into the 
long term health effects of Agent Orange and other toxins, despite repeated inquir- 
ies to the current Undersecretary for Health and the current occupant of the office 
of Director of Research & Development, as well as the previous two occupants of 
the office of Secretary of Veterans Affairs. Obviously we need ear marks for research 
into the environmental wounds of Vietnam, as well as into the deleterious health 
effects of service in other periods of time and theaters of operation, such as the first 
Gulf War. It would be a betrayal of our members and their families if we did not 
urgently seek ear marks for further research into the terrible health long term ef- 
fects of exposure to the herbicides and other toxins (including pesticides, PCBs, etc.) 
used in Vietnam during the war. 

NVVRS 

This lack of such research projects is compounded by VHA’s adamant refusal to 
obey the law and complete the replication of the “National Vietnam Veterans Read- 
justment Study” (NWRS) as a robust mortality and morbidity study from the only 
existing statistically valid random sample of Vietnam veterans in existence. Frank- 
ly, this study in needed not only to document the long term course of post traumatic 
stress disorder, but also to document physiological problems in this population 
(which we know to be many). Their refusal says a great deal about their bias and 
determinedly continued willful ignorance. 

Mr. Chairman, WA thanks this Committee and the Appropriations Committee 
for using the power of the purse in the FY 2008 and FY 2009 Appropriations act 
to compel VA to obey the law (Public Law 106-419) and conduct the long-delayed 
National Vietnam Veterans Longitudinal Study. WA asks that you schedule a hear- 
ing and/or a Members briefing for the second half of March for VA to outline their 
plan as to how they are going to complete this much needed study for delivery of 
the final results to the Congress by April 1, 2010, as a comprehensive mortality and 
morbidity study of Vietnam veterans, the last large cohort of combat veterans prior 
to those now serving in OIF/OEF. 

WA is concerned that previous leadership at VA felt they were above the law and 
ignored this mandate, and were unapologetic about being scofflaws. We hope this 
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provision will again be included in the Appropriations act and that General Shinseki 
will see to it that VA obeys the law and gets this done on his watch. 

Further, WA strongly urges the Congress to mandate and fund longitudinal stud- 
ies to begin virtually immediately, using the exact same methodology as the 
NWRS, for the following cohorts: a) Gulf War 1991; b) Operation Iraqi Freedom; 
and, c) Operation Enduring Freedom. 

Please take action now so that these young veterans are not placed into the same 
predicament Vietnam veterans find themselves today. 

Military History Needed on CPRS 

Further, the continued refusal of VHA to take a complete military record as part 
of the electronic medical records, known as he Computerized Patient Records Sys- 
tem or CPRS at VA, means that there is no way to do needed epidemiological re- 
search on veterans who use the VA system that looks into exposures they may have 
been subject to in military service, depending on the branch of service, when, where, 
and MOS. Further, this would enable mortality studies based on when and where 
one served for those who have already died. It’s almost as if our government does 
not want to know about these ailments so that it won’t be burdened with Depend- 
ency Indemnity Compensation (DIC) payments. 

VVA asks that $25 million be specifically designated for replication of the NWRS, 
$20 million for research into the health care effects of Agent Orange and other tox- 
ins, $15 million to the Medical Follow Up Agency (MFUA) at the Institute of Medi- 
cine (IOM) at the National Academies of Sciences, to finish translating all of the 
data from the now closed Ranch Hand Study into modem computer language and 
properly catalogue it to make this data accessible to credentialed researchers. This 
potentially enormously valuable trove of research data should not be allowed to per- 
ish for want of these minimal funds. 

In 2009, VA and DoD is supposed to complete the pilot of a new disability evalua- 
tion system for wounded returnees at major medical facilities in the Washington, 
D.C. area, and expand it to most other large military medical centers. We hope that 
what results from this effort “to eliminate the duplicative and often confusing ele- 
ments of the current disability process of the two departments” will lead to less con- 
fusion and a single, viable disability rating determined by the VA. However the 
process is currently not working as it is supposed to work. WA repeatedly brought 
this to the attention on the former Secretary of Veterans Affairs and the current 
Undersecretary for Benefits and his staff since last November. There is a real need 
for joint oversight of this process by the Veterans Affairs Committee and the Armed 
Services Committee to ensure that wounded and ill soldiers are treated fairly in 
their waning days of military service. 

We are also concerned that there still will not be enough resources to deal with 
the flood of troops and veterans returning to our shores and presenting with a range 
of mental health issues. The VA ramped down for several years the numbers of 
mental health professionals it employed. Now, seeing the error of its ways, it is hur- 
riedly hiring clinicians. The question is: Will there be enough of them to meet the 
challenge? Will those staff be properly trained to deal with the needs of veterans 
with heavy combat trauma and other problems? 

Much more attention needs to be devoted to continuing medical education, par- 
ticularly for mental health providers and for primary care physicians and other cli- 
nicians. One of the best kept secrets at VA is the existence of the Veterans Health 
Initiative (VHI) curricula about the wounds, maladies, illnesses, and conditions en- 
demic to military service depending on when and where one served, (www.va.gov/ 
vhi) VHA apparently makes no systematic effort to utilize this tool to better educate 
these clinicians who can and will do an even better job if properly trained and sup- 
ported. As Secretary Shinseki has repeatedly stated, what is lacking is primarily a 
matter of leadership and accountability. We hope and trust that he can and will 
meet that lack, particularly if the rest of his team gets on board quickly. 

Mental Health — Need to Restore Organizational Capacity for Substance 
Abuse Treatment 

WA urges that language be inserted in the Appropriations bill the Congress to 
express concern that substance use disorders among our Nation’s veterans is not 
being adequately addressed by the Veterans Health Administration (VHA). The rel- 
atively high rate of drug and alcohol abuse among our Nation’s veterans (much of 
which is self-medication to deal with untreated PTSD), especially those returning 
from service in Operation Enduring Freedom and Operation Iraqi Freedom, is caus- 
ing significant human suffering for veterans and their families. 

These folks can and will be stronger for their experience if we only will deliver 
the effective care they need when they need it in a way they will accept. 
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Further delay in moving to restore effective mental health and substance abuse 
services will lead to poorer health and more acute health care utilization in the out 
years, not to mention economic opportunity cost to the Nation and needless suf- 
fering by these veterans, and their families. 

Last year, WA urged the Congress to direct the Secretary to make concerted ef- 
forts to reduce the overall incidence of drug and alcohol abuse and dependence 
among enrollees in the Veterans Health Administration by meeting the performance 
measurements included in “A Comprehensive VHA Strategic Plan for Mental Health 
Services,” VA’s current and adopted plan to reform its mental health programs, with 
the hallmark of recovery. To its credit, VA has developed a strategy to “restore 
VHA’s ability to consistently deliver state of the art care for veterans with substance 
abuse disorders,” as a milestone within that reform plan, but to date has yet to ful- 
fill the promise of its commitment to recovery, and establishing the goal of every 
veteran being able to obtain and sustain meaningful employment at a living wage 
as the ultimate goal for all VA mental health programs, including its substance use 
disorder programs. It should now no longer be a case of lacking resources, so we 
need much better oversight and accountability in the coming year. In addition it is 
clear that we need new leadership in the Mental Health area, as the Chairman has 
noted on several occasions. We hope Secretary Shinseki will heed the Chairman and 
others in this regard. 

WA urges the Congress to direct the Secretary to provide quarterly reports be- 
ginning with a baseline report by each Veterans Integrated Service Network (VISN) 
on the initiatives set forth in the VHA Strategic Plan for Mental Health Services, 
specifically to improve VA’s treatment of substance use disorders. These reports will 
provide an ongoing indication of VHA’s progress in the implementation of its adopt- 
ed Strategic Plan as described in section 1.2.8 of “A Comprehensive VHA Strategic 
Plan of Mental Health Services”, May 2, 2005. In addition to baseline information, 
at minimum these reports should include: the current ranking of networks on their 
percentage of substance abuse treatment capacity along with plans developed by the 
lowest quartile of networks to bring their percentage up to the national average; 
and, the locations of VA facilities that provide 5 days or more of inpatient/residen- 
tial detoxification services, either on site, at a nearby VA facility, or at a facility 
under contract to provide such care; and, the locations of VA health care facilities 
without specialized substance use disorder providers on staff, with a statement of 
intentions by each such facility director of plans to employ such providers or take 
other actions to provide such specialized care. 

The decade long diminishment of VA mental health programs that we experienced 
in the 1990s did level out by 2001, and VA all too slowly started to rebuild capacity 
that has been accelerated in recent years. However, we must continue to restore ca- 
pacity to deal with mental disorders, particularly with Post Traumatic stress Dis- 
order and the often attendant co-morbidity of substance abuse. In particular, sub- 
stance abuse treatment needs to be expanded greatly, and be more reliant on evi- 
dence based medicine and practices that are shown to actually be fruitful, and be 
held to much higher standards of accountability, as noted above. The 21 day revolv- 
ing door or the old substance abuse wards is not something we should return to, 
but rather treatment modalities that can be proven to work, and restore veterans 
of working age to the point where they can obtain and sustain meaningful employ- 
ment at a living wage, and therefore re-establish their sense of self-esteem. 

WA also urges that additional resources explicitly be directed in the appropria- 
tion for FY 2009 to the National Center for PTSD for them to add to their organiza- 
tional capacity under the current fine leadership. The signature wounds of this war 
may well be PTSD and Traumatic Brain Injury and a complicated amalgam of both 
conditions. WA believes that if we provide enough resources, and hold VA man- 
agers accountable for how well those resources are applied, that these fine young 
veterans suffering these wounds can become well enough again to lead a happy and 
productive life. 

Up until recently, VA has not made enough progress in preparing for the needs 
of troops returning from Iraq and Afghanistan — particularly in the area of mental 
health care. In addition to the funds WA is recommending elsewhere, we specifi- 
cally recommend an increase of an additional $500 million dollars over and above 
the $3.9 Billion that VA now says they will allocate to assist VA in meeting the 
mental health care needs of all veterans. These funds should be used to develop or 
augment with permanent staff at VA Vet Centers (Readjustment Counseling Service 
or RCS), as well as PTSD teams and substance use disorder programs at VA Med- 
ical Centers and clinician who are skilled in treating both PTSD and substance 
abuse at the CBOC, which will be sought after as more troops (including demobi- 
lized National Guard and Reserve members) return from ongoing deployments. WA 
also urges that the Secretary be required to work much more closely with the Sec- 
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retary of Health and Human Services, and the states, to provide counseling to the 
whole family of those returning from combat deployments by means of utilizing the 
community mental health centers that dot the Nation. Promising work is now going 
on in Connecticut in and possibly elsewhere in this regard that could possibly be 
a model. In addition, VA should be augmenting its nursing home beds and commu- 
nity resources for long term care, particularly at the state veterans’ homes. 

To allow the staffing ratios that prevailed in 1998 for its current user population, 
VA would have to add more than 15,000 direct care employees — MDs, nurses, and 
other medical specialists — at a cost of about $2 billion. This level, because the sys- 
tem can and should be more efficient now, would allow us to end the shame of leav- 
ing veterans out in the cold who want and are in vital need of health care at VA, 
and who often have no other option. 

Blind and Low Vision Veterans Need Much Greater Resources and Atten- 
tion 

The President’s request contains a significant reduction in the efforts to strength- 
en services for blind veterans. With the number of blind and very low vision vet- 
erans of the Nation’s latest wars in need of services now, WA strongly recommends 
the Congress explicitly direct an additional $35 million for FY 2010 to increase staff- 
ing and programming at the VA’s Blind and Visually Impaired Service Centers, and 
to add at least one new center. 

Further, WA recommends that the Congress directs the Secretary to implement 
an employment and independent living project modeled on the highly successful 
“Project Amer-I-Can” that so successfully placed blind and visually impaired vet- 
erans into work and other situations that resulted in them becoming much more au- 
tonomous and independent. That program was a cooperative venture of the New 
York State Department of Labor, the Veterans Employment & Training Service 
(VETS), and the Blind Veterans Association. 

In a system in which so much of the infrastructure would be deemed obsolete by 
the private sector (in a 1999 report GAO found that more than 60 percent of its 
buildings were more than 25 years old), this has and may again lead to serious trou- 
ble. We are recommending that Congress provide an additional $1.5 billion to the 
medical facilities account to allow them to begin to address the system’s current 
needs. We also believe that Congress should fully fund the major and minor con- 
struction accounts to allow for the remaining CARES proposals to be properly ad- 
dressed by funding these accounts. This would be in addition to the almost $ 1 Bil- 
lion contained in the stimulus package. 

Homeless Veterans 

As we all know, homelessness is a significant problem in the veterans’ community 
and veterans are disproportionately represented among the homeless population. 
While many effective programs assist homeless veterans to become productive and 
self-sufficient members of their communities and Congress must ensure that the De- 
partment of Veterans Affairs has adequate funding to meet the needs of the over 
154,000 homeless veterans who served this country so proudly in past wars and vet- 
erans of our modern day war. WA recommends the following in VA FY 2010 budget 
for homeless programs. 

Homeless Provider Grant and Per Diem Program 

The Department of Veterans Affairs Homeless Grant & Per Diem Program has 
been in existence since 1994. These programs address the needs of homeless vet- 
erans and support the development of transitional, community-based housing and 
the delivery of supportive services. Because financial resources available to HGPD 
are limited, the number of grants awarded and the dollars granted are restrictive 
and hence many geographic areas in need suffer a loss that HGPD could address. 

The Consolidated Appropriations Act of 2008, Public Law 110-161 provides $130 
million, the fully authorized level, to be expended for the GPD program. Based on 
GAO’s findings, and VA’s projected needs for additional GPD beds, WA believes 
that for FY 2010 a level of at least $200 million authorization is required. An in- 
crease in the funding level for the next several years would help ensure and expe- 
dite VA’s program expansion targets. It would provide critical funding for service, 
or drop-in, centers — the primary portal that links veterans in need with the people 
who can help them. It would guarantee continued declines in veteran homelessness, 
and provide for scaling back the funding as warranted by the VA’s annual Commu- 
nity Homelessness Assessment, Local Education and Networking Group 
(CHALENG) reports 

The VA provides grants to VA health care facilities and existing GPD recipients 
to assist them in serving homeless veterans with special needs including women, 
women who have care of dependent children, chronically mentally ill, frail elderly 
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and terminally ill veterans. Initiated in FY 2004, VA has provided special needs 
funding to 29 organizations totaling $15.7 million. The VA Advisory Committee on 
Homeless Veterans 2007 report states the need and complexity of issues involving 
women veterans who become homeless are increasingly unexpected. Recognizing 
women veterans are one of the fastest growing homeless populations, the Committee 
recommended future notices of funding availability target women veteran programs 
including special needs grant offerings. P.L. 109-461 authorizes appropriations of $7 
million for FY 2007 through FY 2011 for special needs grants. 

WA estimates approximately $45 million will be needed to adequately serve 
7,500 or more clients in HUD-VASH housing units. Rigorous evaluation of this pro- 
gram indicates this approach significantly reduces the incidence of homelessness 
among veterans challenged by chronic mental and emotional conditions, substance 
abuse disorders and other disabilities. 

WA also strongly urges you to actively help us seek an appropriation for the full 
$50 million authorized for the Homeless Veterans Reintegration Program (HVRP) 
for FY 2010. 

Veterans Benefits Administration 

The Veterans Benefits Administration (VBA) continues to not only need additional 
resources and enhanced accountability measures, but a total paradigm shift and re- 
tooling of the business processes. 

Compensation & Pension 

WA recommends adding one hundred staff members above the level requested 
by the President for the Compensation & Pension Service (C&P) specifically to be 
trained as adjudicators. Further, WA strongly recommends adding an additional 
$80 million dollars specifically earmarked to create “express lines” at all VARO and 
not just the ten pilot sites, for additional training for all of those who touch a vet- 
erans’ claim, institution of a competency based examination that is reviewed by an 
outside body that shall be used in a verification process for all of the VA personnel, 
veteran service organization personnel, attorneys, county and state employees, and 
any others who might presume to at any point touch a veterans’ claim. 

Vocational Rehabilitation 

Last year (and the year before that), WA recommended adding an additional two 
hundred specially trained vocational rehabilitation placement specialists to work 
with returning servicemembers who are disabled to ensure their placement into jobs 
or training that will directly lead to meaningful employment at a living wage. VA 
only added 60 such counselors. It still remains clear that the system funded through 
the Department of Labor simply is failing these fine young men and women when 
they need assistance most in rebuilding their lives. 

It is clear VA needs to add several hundred of these employment placement spe- 
cialists for disabled veterans specifically called for in past years’ funding measures, 
and there is clearly a need for additional training to ensure they are effective in 
assisting disabled veterans, particularly profoundly disabled veterans, to obtain de- 
cent jobs. 

WA has always held that the ability to obtain and sustain meaningful employ- 
ment at a living wage is the absolute central event of the readjustment process. 
Adding additional resources and much greater accountability to the VA Vocational 
Rehabilitation process is essential if we as a nation are to meet our obligation to 
these Americans who have served their country so well, and have already sacrificed 
so much. 

Computerization of the Claims Process 

WA agrees with Secretary Shinseki’s statement that computerization in and of 
itself will not fix the mess in the Compensation & Pension program, but rather to 
re-think and straighten out the business processes first before we “put garbage in 
to get garbage out.” While the Secretary and his new team figure out what those 
new business processes will be, WA also believes that Congress needs to set aside 
funds for putting all of the VBA records into digital form. This is essentially an in- 
vestment in computer infrastructure every bit as important as buildings. We do not 
know what that figure is, but we have to believe there are existing platforms that 
can be adapted for this use that are already successfully being used in other 
branches of the Federal Government. 

Accountability at the VA 

There is no excuse for the dissembling and lack of accountability in so much of 
what happens at the VA. It is certainly better than it used to be, but there is a 
long way to go in regard to cleaning up that corporate culture to make it the kind 
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of system that it can be with existing resources, and even largely the same per- 
sonnel as they currently have on board. It can be cleaned up and done right the 
first time, if there is the political will to hold people accountable for doing their job 
properly. 

The almost quarter of a million VA personnel consist of fine hard working people 
who are by and large committed to doing a good job for the veterans whom they 
serve. What is needed is leadership that is worthy of those fine workers, and a bet- 
ter system of accountability (especially for managers) and the system will work 
much better. 

Thank you again, Mr. Chairman, for allowing WA to be heard at this forum. We 
look forward to working with you and this distinguished Committee to obtain an ex- 
cellent budget for the VA in this fiscal year, and to ensure the next generation of 
veterans’ well-being by enacting H.R. 1016 at the earliest possible time. I will be 
happy to answer any questions you or your distinguished colleagues may have. 


Prepared Statement of Steve Robertson, 

Director, National Legislative Commission, American Legion 

Mr. Chairman and Members of the Committee: 

The American Legion welcomes this opportunity to comment on President 
Obama’s “top line” budget request for Fiscal Year 2010. The American Legion is 
pleased by the $113 billion total appropriations for the Department of Veterans Af- 
fairs (VA) in FY 2010 and the projected $57 billion in mandatory appropriations and 
$56 billion in discretionary appropriations. 

As a nation at war, America has a moral, ethical and legal commitment to the 
men and women of the Armed Forces of the United States and their survivors. 
These current defenders of democracy will eventually join the ranks of their 23.5 
million comrades, we refer to as veterans. The active-duty, Reserve components and 
veterans continue to make up the Nation’s best recruiters for the armed forces. 
Young men and women across the country see servicemembers and veterans as role 
models. Chances are before enlisting in the armed forces, these young people will 
seek the advice of those they see in uniform or family members who served in the 
armed forces for their recommendations on military service. 

Therefore, it is absolutely critical that the entire veterans’ community (active- 
duty, Reserve component, and veterans) continue to remain supportive of honorable 
military service. No servicemember should ever be in doubt about: 

• the quality of health care he or she will receive if injured; 

• the availability of earned benefits for honorable military service upon discharge; 
or 

• the quality of survivors’ benefits should he or she pay the ultimate sacrifice. 

The American Legion and many other veterans’ and military service organizations 
are united in advocating enactment of timely, predictable and sufficient budgets for 
VA medical care. In FY 2009, Congress passed and the President signed this budget 
at the start of the fiscal year. Clearly, Secretary Shinseki is much more fortunate 
than many of his colleagues in the Cabinet because he has a timely, predictable and 
sufficient budget with which to administer. The American Legion urges Congress to 
once again pass the VA budget for FY 2010 prior to the start of the fiscal year — 
it does make a difference! 

Mr. Chairman, The American Legion sincerely appreciated your introduction of 
H.R. 1016, Veterans Health Care Budget Reform and Transparency Act of 2009. 
This legislation should help achieve the timeliness and predictability goals, while 
giving us the remainder of the budget cycle to assure the sufficiency goal. Working 
together, the veterans’ community is actively seeking additional cosponsors to this 
legislation. 

Mr. Chairman and Members of the Committee, The American Legion greatly ap- 
preciates the provisions contained in the American Recovery and Reinvestment Act: 

• A Tax Credit for Hiring Unemployed Veterans: Provides a tax credit to busi- 
nesses for hiring unemployed veterans. Specifically, veterans would qualify if 
they were discharged or released from active duty from the Armed Forces dur- 
ing the previous 5 years and received unemployment benefits for more than 4 
weeks before being hired. 

• Disabled Veterans Payment of $250: Provides a payment of $250 to all disabled 
veterans receiving benefits from the Department of Veterans Affairs. VA Med- 
ical Facilities: Provides $1 billion for non-recurring maintenance, including en- 
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ergy efficiency projects, to address deficiencies and avoid serious maintenance 
problems at the 153 VA hospitals across the country. 

• Increase the Number of VA Claims Processors: Provides $150 million for an in- 
crease in VA claims processing staff, in order to address the large backlog in 
processing veterans’ claims. This backlog has been a key complaint of veterans 
across the country. 

• Improve Automation of VA Benefit Processing: Provides $50 million to improve 
the automation of the processing of veterans’ benefits, to get benefits out sooner 
and more accurately. 

• Construction of Extended Care Facilities for Veterans: Provides $150 million for 
state grants for the construction of additional extended care facilities for vet- 
erans. 

After reviewing the Office of Management and Budget’s Web site with regards to 
the President’s “top line” Budget Request for the Department of Veterans Affairs, 
The American Legion renders its support as follows: 

• Increases funding for the Department of Veterans Affairs by $25 billion 
above baseline over the next 5 years. — Supported by The American Le- 
gion* 

• Dramatically increases funding for veterans health care. — Supported by 
The American Legion* 

• Expands eligibility for veterans health care to over 500,000 veterans by 
2013. — Supported by The American Legion* 

• Enhances outreach and services related to mental health care and cog- 
nitive injuries, including post-traumatic stress disorder and traumatic 
brain injury, with a focus on access for veterans in rural areas — Sup- 
ported by The American Legion* 

• Invests in better technology to deliver services and benefits to veterans 
with the quality and efficiency they deserve. — Supported by The Amer- 
ican Legion* 

• Provides greater benefits to veterans who are medically retired from 
service. — Supported by The American Legion* 

• Combats homelessness by safeguarding vulnerable veterans. — Sup- 
ported by The American Legion* 

• Facilitates timely implementation of the comprehensive education ben- 
efits that veterans earn through their dedicated military service. — Sup- 
ported by The American Legion* 

• All support is contingent upon the release of the budget request in April. 

On September 11, 2008, The American Legion National Commander David 
Rehbein testified before a joint session of the congressional Committees on Veterans’ 
Affairs. In that testimony, he clearly outlined the funding recommendations for FY 
2010. I am here today to re-emphasize that support for certain specific areas. 

Medical Care Collections Fund 

The Balanced Budget Act 1997, Public Law (P.L.) 105-33, established the VA 
Medical Care Collections Fund (MCCF), requiring amounts collected or recovered 
from third-party payers after June 30, 1997, be deposited into this fund. The MCCF 
is a depository for collections from third-party insurance, outpatient prescription co- 
payments and other medical charges and user fees. Funds collected may only be 
used to provide VA medical care and services, as well as VA expenses for identifica- 
tion, billing, auditing and collection of amounts owed the F ederal Government. 

The American Legion supported legislation to allow VA to bill, collect, and rein- 
vest third-party reimbursements and copayments; however, The American Legion 
adamantly opposes the scoring of MCCF as an offset to the annual discretionary ap- 
propriations since the majority of these funds come from the treatment of non-serv- 
ice-connected medical conditions. Previously, these collection goals have far exceeded 
VA’s ability to collect accounts receivable. 

Since FY 2004, VHA’s total collections increased from $1.7 billion to $2.2 billion; 
a 29.4 percent-increase. The third-party component of VA’s collections also increased 
from $960,000 to $1.26 million; a 31.3 percent-increase. 

VA’s ability to capture these funds is critical to its ability to provide quality and 
timely care to veterans. Miscalculations of VA required funding levels result in real 
budgetary shortfalls. Seeking an annual emergency supplemental is not the most 
cost-effective means of funding the Nation’s model health care delivery system. Gov- 
ernment Accountability Office (GAO) reports continue to raise the issue of VHA’s 
ability to capture insurance data in a timely and correct manner. In addition, they 
continue to express concerns of VHA’s ability to maximize its third-party collections. 
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According to a 2008 GAO report, VA lacks policies and procedures and a full 
range of standardized reports for effective management oversight of VA-wide third- 
party billing and collection operations. Further, although VA management has un- 
dertaken several initiatives to enhance third-party revenue, many of these initia- 
tives are open-ended or will not be implemented for several years. Until these short- 
comings are addressed, VA will continue to fall short of its goal to maximize third- 
party revenue, thereby placing a higher financial burden on taxpayers. In addition, 
GAO recommended an improvement of third-party billings; follow-up on unpaid 
amounts, and management oversight of billing and collections. 

The American Legion opposes offsetting annual VA discretionary funding 
by the MCCF goal. 

Third-Party Reimbursements for Treatment of Service-Connected Medical 
Conditions 

Recently, there has been some talk about VA seeking third-party reimbursements 
from private health care insurers for the treatment of service-connected medical con- 
ditions. The American Legion believes that this would be inconsistent with the man- 
date “. . . to care for him who shall have borne the battle. . . .” The U.S. govern- 
ment sent these men and women into harm’s way, not private insurance companies. 

Should private insurance companies be required to reimburse VA for the treat- 
ment of service-connected medical conditions, The American Legion has grave con- 
cerns over the adverse impact such a policy change would have on service-connected 
disabled veterans and their families. Depending on the severity of the medical con- 
ditions, those medical insurance policies with a calendar year benefit maximum or 
a life-time benefit maximum could result in the rest of the family not receiving any 
health care benefits. Many health insurance companies require deductibles to be 
paid before any benefits are covered. 

In addition, there is concern as to what premiums would be to cover service-con- 
nected disabled veterans and their families with private health insurance, especially 
those who are small businessowners or self-employed. The American Legion is also 
concerned with employers who would be reluctant to hire service-connected disabled 
veterans because of the impact their employment might have on company health 
care benefits. 

The American Legion adamantly opposes any legislative initiative that 
would require third-party reimbursements from private health insurance 
providers for the treatment of service-connected disabled veterans by VA. 

Medicare Reimbursements 

As do most American workers, veterans pay into the Medicare system, without 
choice, throughout their working lives, including while on active duty or as active 
service Reservists in the Armed Forces. A portion of each earned dollar is allocated 
to the Medicare Trust Fund and, although veterans must pay into the Medicare sys- 
tem, VA is prohibited from collecting any Medicare reimbursements for the treat- 
ment of allowable, non-service-connected medical conditions. Since over half of VA’s 
enrolled patient population is Medicare-eligible, this prohibition constitutes a multi- 
billion dollar annual subsidy to the Medicare Trust Fund. 

The American Legion would support a legislative initiative to allow VHA 
to bill, collect and reinvest third-party reimbursements from the Centers 
for Medicare and Medicaid Services for the treatment of allowable, non- 
service-connected medical conditions of enrolled Medicare-eligible vet- 
erans. This legislative change would generate approximately $3 — 5 billion 
in new third-party collections annually. The Congressional Budget Office 
predicts that enrolled veterans in Priority Groups 7 and 8 alone would gen- 
erate $12 billion from 2010 to 2014 and $26 billion from 2010 to 2019. 

State Extended Care Facility Construction Grants Program 

Since 1984, nearly all planning for VA inpatient nursing home care has revolved 
around State Veterans’ Homes (SVHs) and contracts with public and private nurs- 
ing homes. The reason for this is obvious: for FY 2004, VA paid a per diem of $59.48 
for each veteran it placed in SVHs, compared to the $354 VA claims it cost in FY 
2002 to maintain a veteran for 1 day in its own nursing home care units (NHCUs). 

Under the provisions of title 38, USC, VA is authorized to make payments to 
states to assist in the construction and maintenance of SVHs. Today, there are 133 
SVHs in 47 states with over 27,000 beds providing nursing home, hospital, and 
domiciliary care. Grants for Construction of State Extended Care Facilities provide 
funding for 65 percent of the total cost of building new veterans’ homes. Recognizing 
the growing LTC needs of older veterans, it is essential the State Veterans’ Homes 
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Program be maintained as an important alternative health care provider to the VA 
system. 

The American Legion opposes attempts to place a moratorium on new SVH con- 
struction grants. State authorizing legislation has been enacted and state funds 
have been committed. Delaying projects will result in cost overruns and may result 
in states deciding to cancel these much needed facilities. 

The American Legion supports increasing the amount of authorized per diem pay- 
ments to 50 percent for nursing home and domiciliary care provided to veterans in 
State Veterans’ Homes; providing prescription drugs and over-the-counter medica- 
tions to State Homes Aid and Attendance patients along with the payment of au- 
thorized per diem to State Veterans’ Homes; and allowing full reimbursement of 
nursing home care to 70 percent or higher service-connected disabled veterans, if 
those veterans reside in a State Veterans’ Home. 

The American Legion recommends $275 million for the State Extended 
Care Facility Construction Grants Program in FY 2010. 

Medical and Prosthetics Research 

The American Legion believes VA’s focus in research must remain on under- 
standing and improving treatment for medical conditions that are unique to vet- 
erans. servicemembers are surviving catastrophically disabling blast injuries due to 
the superior armor they are wearing in the combat theater and the timely access 
to quality combat medical care. The unique injuries sustained by the new generation 
of veterans clearly demand particular attention. It has been reported that VA does 
not have state-of-the-art prostheses like DoD and that the fitting of prostheses for 
women has presented problems due to their smaller stature. 

The American Legion also supports adequate funding of other VA research activi- 
ties, including basic biomedical research and bench-to-bedside projects for FY 2010. 
Congress and the Administration should continue to encourage acceleration in the 
development and initiation of needed research on conditions that significantly affect 
veterans, such as prostate cancer, addictive disorders, trauma and wound healing, 
post-traumatic stress disorder, rehabilitation, and other research that is conducted 
jointly with DoD, the National Institutes of Health (NIH), other Federal agencies, 
and academic institutions. 

The American Legion recommends $532 million for Medical and Pros- 
thetics Research in FY 2010. 


Blinded Veterans 

There are currently over 35,000 blind veterans enrolled in the VA health care sys- 
tem. Additionally, demographic data suggests that in the United States, there are 
over 160,000 veterans with low-vision problems who are eligible for Blind Rehabili- 
tative services. Due to staffing shortages, over 1,500 blind veterans will wait months 
to get into one of the 10 blind rehabilitative centers. 

VA currently employs approximately 164 Visual Impairment Service Team (VIST) 
Coordinators, to provide lifetime case management to all legally blind veterans and 
all Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) patients, and 
38 Blind Rehabilitative Outpatient Specialists (BROS) to provide services to pa- 
tients who are unable to travel to a blind rehabilitation center. The training pro- 
vided by BROS is critical to the continuum of care for blind veterans. In addition, 
the DoD medical system is dependent on VA to provide blind rehabilitative services. 

Given the critical skills a BROS teaches to help blind veterans and their 
families adjust to such a devastating injury, The American Legion urges VA 
to recruit more specialists and continue with expansion of Blind Rehabili- 
tation Outpatient Specialists and Visual Impairment Services Teams. 

Major VHA Construction 

The CARES process identified approximately 100 major construction projects 
throughout the VA Medical Center System, the District of Columbia, and Puerto 
Rico. Construction projects are categorized as major if the estimated cost is over $10 
million. Now that VA has disclosed the plan to deliver health care through 2022, 
Congress has the responsibility to provide adequate funds. The CARES plan calls 
for the construction of new hospitals in Orlando and Las Vegas and replacement fa- 
cilities in Louisville and Denver for a total cost estimated over $1 billion for these 
four facilities. 

VA has not had this type of progressive construction agenda in decades. Major 
construction costs can be significant and proper utilization of funds must be well 
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planned. However, if timely completion is truly a national priority, The American 
Legion continues to have concerns due to inadequate funding. 

In addition to the cost of the proposed new facilities, there are many construction 
issues that have been “placed on hold” for the past several years due to inadequate 
funding and the moratorium placed on construction spending by the CARES process. 
One of the most glaring shortfalls is the neglect of the buildings sorely in need of 
seismic correction. This is an issue of safety. The delivery of health care in unsafe 
buildings cannot be tolerated and funds must be allocated to not only construct the 
new facilities, but also to pay for much needed upgrades at existing facilities. Gam- 
bling with the lives of veterans, their families and VA employees is absolutely unac- 
ceptable. 

The American Legion believes VA has effectively shepherded the CARES process 
to its current state by developing the blueprint for the future delivery of VA health 
care — we urge Congress to adequately fund the implementation of this comprehen- 
sive and crucial undertaking. 

The American Legion recommends $1.8 billion for Major Construction in 
FY 2010. 


Minor VHA Construction 

VA’s minor construction program has also suffered significant neglect over the 
past several years. Maintaining the infrastructure of VA’s buildings is no small 
task, due to the age of these buildings, continuous renovations, relocations and ex- 
pansions. When combined with the added cost of the CARES program recommenda- 
tions, it is easy to see that a major increase over the previous funding level is cru- 
cial and overdue. 

The American Legion recommends $1.5 billion for Minor Construction in 
FY 2010. 


Information Technology Funding 

Since the data theft occurrence in May 2006, the VA has implemented a complete 
overhaul of its Information Technology (IT) division nationwide. The American Le- 
gion is hopeful VA takes the appropriate steps to strengthen its IT security to re- 
gain the confidence and trust of veterans who depend on VA for the benefits they 
have earned. 

Within VA Medical Center Nursing Home Care Units, it was discovered there was 
conflict with IT and each respective VAMC regarding provision of Internet access 
to veteran residents. VA has acknowledged the Internet would represent a positive 
tool in veteran rehabilitation. The American Legion believes Internet access should 
be provided to these veterans without delay for time is of the essence in the journey 
to recovery. In addition, veterans should not have to suffer due to VA’s gross neg- 
ligence in the matter. 

The American Legion hopes Congress will not attempt to fund the solution to this 
problem with scarce fiscal resources allocated to the VA for health care delivery. 
With this in mind, The American Legion is encouraged by the fact that IT is its 
own line item in the budget recommendation. 

The American Legion believes there should be a complete review of IT security 
government wide. VA isn’t the only agency within the government requiring an 
overhaul of its IT security protocol. The American Legion urges Congress to exercise 
its oversight authority and review each Federal agency to ensure that the personal 
information of all Americans is secure. 

The American Legion supports the centralization of VA’s IT. The amount of work 
required to secure information managed by VA is immense. The American Legion 
urges Congress to maintain close oversight of VA’s IT restructuring efforts and fund 
VA’s IT to ensure the most rapid implementation of all proposed security measures. 

The American Legion recommends $2.7 billion for Information Tech- 
nology. 


State Approving Agencies 

The American Legion is deeply concerned that veterans, especially returning war- 
time veterans, receive their education benefits in a timely manner. Annually, ap- 
proximately 300,000 servicemembers (90,000 of which belong to the National Guard 
and Reserve) return to the civilian sector and use their earned educational benefits 
from the Department of Veterans Affairs (VA). 

Any delay in receipt of education benefits or approval of courses taken at institu- 
tions of higher learning can adversely affect a veteran’s life. There are time restric- 
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tions on most veterans’ education benefits; significantly, the National Guard and Re- 
serve must remain in the Selected Reserve to use their earned benefits. 

The American Legion believes that every effort should be made to ensure the New 
GI Bill education benefits are delivered without problems or delays. Veterans are 
unique in that they volunteer for military service; therefore, these educational bene- 
fits are earned as the thanks of a grateful Nation. The American Legion believes 
it is a national obligation to provide timely oversight of all veterans’ education pro- 
grams to assure they are administered in a timely, efficient, and accurate manner. 

GAO report entitled “VA Student Financial Aid; Management Actions Needed to 
Reduce Overlap in Approving Education and Training Programs and to Assess State 
Approving Agencies” (GAO-07-384) focuses on the need to “ensure that Federal dol- 
lars are spent efficiently and effectively.” GAO recommends VA require State Ap- 
proving Agencies (SAAs) to track and report data on resources spent on approval 
activities, such as site visits, catalog review, and outreach in a cost-efficient manner. 
The American Legion agrees. GAO recommends VA establish outcome-oriented per- 
formance measures to assess the effectiveness of SAA efforts. The American Legion 
fully agrees. Finally, GAO recommends VA collaborate with other agencies to iden- 
tify any duplicate efforts and use the agency’s administrative and regulatory author- 
ity to streamline the approval process. The American Legion agrees. VA Deputy Sec- 
retary Gordon Mansfield responded at the time to GAO that VA would initiate con- 
tact with appropriate officials at the Departments of Education and Labor to help 
identify any duplicate efforts. 

The American Legion strongly recommends SAA funding at $19 million in 
FY 2010. 


Make TAP and DTAP Mandatory 

The American Legion is deeply concerned with the timely manner in which vet- 
erans, especially returning wartime veterans, transition into the civilian sector. 

The Department of Defense (DoD ) estimates that 68 percent of separating active- 
duty servicemembers attend the full Transitional Assistance Program (TAP) semi- 
nars, but only 35 percent of Reserve components’ servicemembers attend. The Amer- 
ican Legion believes these low attendance numbers are a disservice to all 
transitioning servicemembers, especially Reserve component servicemembers. In ad- 
dition, many National Guard and Reserve troops have returned from the wars in 
Iraq and Afghanistan only to encounter difficulties with their Federal and civilian 
employers at home, and the number of destroyed and bankrupt businesses due to 
military deployment is still being realized. 

In numerous cases brought to the attention of The American Legion by veterans 
and other sources, many returning servicemembers have lost jobs, promotions, busi- 
nesses, homes, and cars and, in a few cases, become homeless. The American Legion 
strongly believes all servicemembers would benefit greatly by having access to the 
resources and knowledge that TAP/Disabled Transitional Assistance Program 
(DTAP) provide. TAP/DTAP also needs to update their programs to recognize the 
large number of National Guard and Reserve business owners who now require 
training, information and assistance while they attempt to salvage or recover a busi- 
ness which they abandoned to serve their country. 

The American Legion strongly recommends DoD require all separating service- 
members, including those from Reserve component units, participate in TAP and 
DTAP training not more than 180 days prior to their separation or retirement from 
the Armed Forces. 

TAP Employment Workshops provided to transitioning servicemembers at most 
military installations in the United States as well as in eight overseas locations con- 
sist of two and one-half day employment workshops. The training helps servicemem- 
bers prepare a plan for obtaining meaningful civilian employment when they leave 
the military. The workshop focuses on skills assessment, resume writing, job coun- 
seling and assistance, interviewing and networking skills, labor market information, 
and familiarization with America’s workforce investment system. 

Studies show servicemembers who participate in TAP employment workshops find 
their first civilian job 3 weeks earlier than veterans who do not participate in TAP. 
The Department of Labor’s Veterans Employment Training Services (DOL-VETS) 
ensures every TAP participant leaves the program with a draft resume, a practice 
interview session, and a visit to their state job board. 

VETS only received a modest 4 percent-increase since 2002. Transition assistance, 
education, and employment are each a pillar of financial stability. They will prevent 
homelessness; assist the veteran to compete in the private sector, and allow our Na- 
tion’s veterans to contribute their military skills and education to the civilian sector. 
By placing veterans in suitable employment quickly, the country benefits from in- 
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creased income tax revenue and reduced unemployment compensation payments, 
thus greatly offsetting the cost of TAP training. 

The American Legion recommends $404.2 million to DOL-VETS for FY 

2010. 


Military Occupational Specialty Transition (MOST) Program 

The American Legion supports legislation to reauthorize and fund $60 million for 
the next 10 years for the servicemembers’ Occupational Conversion and Training 
Act (SMOCTA). SMOCTA is a training program developed in the early 1990’s for 
those leaving military service with few or no job skills transferable to the civilian 
marketplace. SMOCTA was renamed the Military Occupational Specialty Transition 
(MOST) program in legislation proposed last year, but the language and intent of 
the program still apply. 

If enacted, MOST would be the only Federal job training program designed strict- 
ly for veterans and the only Federal job training program available for use by state 
veterans’ employment personnel to assist veterans with barriers to employment. 

Veterans eligible for MOST assistance are those with a primary or secondary mili- 
tary occupational specialty that DoD has determined is not readily transferable to 
the civilian workforce, or those veterans with a service-connected disability com- 
pensation rating of 30 percent or higher. MOST is a unique job training program 
because there is a job waiting for the veteran upon completion of training. 

The American Legion recommends reauthorization of MOST and $60 mil- 
lion in funding for the program. 

Homelessness 

The American Legion notes there are approximately 154,000 homeless veterans 
on the street each night. This number, compounded with 300,000 servicemembers 
entering the civilian sector each year since 2001 with at least a third of them poten- 
tially suffering from mental illness, indicates that programs to prevent and assist 
homeless veterans are needed. 

The Homeless Veterans Reintegration Program (HVRP) is a competitive grant 
program. Grants are awarded to states or other public entities and non-profit orga- 
nizations, including faith-based organizations, to operate employment programs that 
reach out to homeless veterans and help them become gainfully employed. HVRP 
provides services to assist in reintegrating homeless veterans into meaningful em- 
ployment in the labor force and stimulates the development of effective service de- 
livery systems that will address the complex problems facing veterans. HVRP is the 
only nationwide program focused on assisting homeless veterans to reintegrate into 
the workforce. 

The American Legion recommends $50 million for this highly successful 
grant program in FY 2010. 


NVTI 

The National Veterans’ Employment and Training Services Institute (NVTI) was 
established to ensure a high level of proficiency and training for staff that provide 
veterans employment services. NVTI provides training to Federal and state govern- 
ment employment service providers in competency-based training courses. Current 
law requires all DVOPs and LVERs to be trained within three years of hiring. We 
recommend these personnel be trained within one year. 

The American Legion recommends $4.2 million for NVTI in FY 2010. 

Veterans Workforce Investment Program 

VWIP grants support efforts to ensure veterans’ lifelong learning and skills devel- 
opment in programs designed to serve most-at-risk veterans, especially those with 
service-connected disabilities, those with significant barriers to employment, and re- 
cently separated veterans. The goal is to provide an effective mix of interventions, 
including training, retraining, and support services, that lead to long term, higher 
wage and career jobs. 

The American Legion recommends $20 million for VWIP in FY 2010. 

Employment Rights and Veterans’ Preference 

The Uniformed Services Employment and Reemployment Rights Act (USERRA) 
protects civilian job rights and benefits of veterans and members of the armed 
forces, including National Guard and Reserve servicemembers. USERRA prohibits 
employer discrimination due to military obligations and provides reemployment 
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rights to returning servicemembers. VETS administers this law; it conducts inves- 
tigations for USERRA and Veterans’ Preference cases, conducts outreach and edu- 
cation, and investigates complaints by servicemembers. 

Since September 11, 2001, nearly 600,000 National Guard and Reserve service- 
members have been activated for military duty. During this same period, DOL- 
VETS provided USERRA assistance to over 410,000 employers and servicemembers. 

Veterans’ Preference is authorized by the Veterans’ Preference Act of 1944. The 
Veterans’ Employment Opportunity Act (VEOA) 1998 extended certain rights and 
remedies to recently separated veterans. VETS has the responsibility to investigate 
complaints filed by veterans who believe their Veterans’ Preference rights have been 
violated and to conduct an extensive compliance assistance program. 

Veterans Preference is being unlawfully ignored by numerous agencies. Whereas 
figures indicate a decline in claims by veterans of the current conflicts compared to 
Gulf War I, the reality is that employment opportunities are not being properly pub- 
licized. Federal agencies, as well as Federal Government contractors and sub- 
contractors, are required by law to notify the Office of Personnel Management 
(OPM) of job opportunities, but more often than not these job opportunities are 
never made available to the public. The VETS program investigates these claims 
and corrects unlawful practices. 

The American Legion recommends $40 million for Program Management 
that encompasses USERRA and VEOA in FY 2010. 

Veteran-Owned and Service-Connected Disabled 
Veteran-Owned Small Businesses 

The American Legion views small businesses as the backbone of the American 
economy. It is the driving force behind America’s past economic growth and will con- 
tinue to be the major economic growth factor as we move into the 21st Century. 
Currently, more than nine out of every ten businesses are small firms. They produce 
almost one-half of the Gross National Product. Veterans’ benefits have always in- 
cluded assistance in creating and operating veteran-owned small businesses. 

The impact of deployment on self-employed National Guard and Reserve service- 
members is tragic, with a reported 40 percent of all businesses owned by veterans 
suffering financial losses and, in some cases, bankruptcy. Many other small busi- 
nesses have discovered they are unable to operate and suffer some form of financial 
loss when key employees who are members of the Reserve Components are acti- 
vated. The Congressional Budget Office report, “The Effects of Reserve Call-Ups on 
Civilian Employers,” stated that it “expects that as many as 30,000 small businesses 
and 55,000 self-employed individuals may be more severely affected if their Reserv- 
ist employee or owner is activated.” The American Legion supports legislation that 
would require the Federal Government close the pay gap between Reserve and Na- 
tional Guard servicemembers civilian and military pay and would also provide tax 
credits up to $30,000 for small businesses with servicemembers who are activated. 

The Office of Veterans’ Business Development within the Small Business Admin- 
istration (SBA) is crippled and ineffective due to a token funding of $750,000 per 
year. This amount, which is less than the office supply budget for the SBA, is ex- 
pected to support an entire Nation of veterans who are entrepreneurs. The Amer- 
ican Legion feels this pittance is an insult to American veterans who are small 
businessowners. This token funding also undermines the spirit and intent of P.L. 
106-50 that provides small business opportunities to veteran-owned businesses. 

The American Legion strongly recommends increased funding of the SBA’s Office 
of Veterans’ Business Development to provide enhanced outreach and specific com- 
munity-based assistance to veterans and self employed members of the Reserves 
and National Guard. The American Legion also supports legislation that would per- 
mit the Office of Veterans Business Development to enter into contracts, grants, and 
cooperative agreements to further its outreach goals and develop a nationwide com- 
munity-based service delivery system specifically for veterans and members of the 
Reserve Components. 

The American Legion recommends $15 million in FY 2010 to implement 
a nationwide community-based assistance program to veterans and self em- 
ployed members of the Reserves and National Guard. 

Homeless Providers Grant and Per Diem Program Reauthorization 

In 1992, VA was given authority to establish the Homeless Providers Grant and 
Per Diem Program under the Homeless Veterans Comprehensive Service Programs 
Act of 1992, P.L. 102-590. The Grant and Per Diem Program is offered annually 
(as funding permits) by the VA to fund community agencies providing service to 
homeless veterans. 
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VA can provide grants and per diem payments to help public and nonprofit orga- 
nizations establish and operate supportive housing and/or service centers for home- 
less veterans. Funds are available for assistance in the form of grants to provide 
transitional housing (up to 24 months) with supportive services, supportive services 
in a service center facility for homeless veterans not in conjunction with supportive 
housing; or to purchase vans. 

The American Legion recommends $200 million for the Grant and Per 
Diem Program for FY 2010. 


CONCLUSION 

Mr. Chairman and Members of the Committee, The American Legion is impressed 
by President Obama’s initial “top line” budget request. Like the rest of America, The 
American Legion waits to see the details, legislative initiatives and other specifics 
in the budget request he has promised to provide in April. The American Legion 
and VA Secretary Shinseki cannot over emphasize the importance of enactment of 
the Military Construction, Veterans’ Affairs and Related Agencies Appropriations 
for FY 2010 before the start of the new fiscal year. 

The American Legion would greatly appreciate support of this Committee for ad- 
vance appropriations for VA medical care in FY 2010 and FY 2011 in the FY 2010 
Budget Resolution and the Military Construction, Veterans’ Affairs and Related 
Agencies Appropriations for FY 2010. 

Once again, The American Legion can support President Obama’s top line budget 
request; however, that support is contingent upon review of his budget request re- 
leased in April: 

• Increases funding for the Department of Veterans Affairs by $25 billion 
above baseline over the next 5 years. 

• Dramatically increases funding for veterans health care. 

• Expands eligibility for veterans health care to over 500,000 veterans by 
2013. 

• Enhances outreach and services related to mental health care and cog- 
nitive injuries, including post-traumatic stress disorder and traumatic 
brain injury, with a focus on access for veterans in rural areas. 

• Invests in better technology to deliver services and benefits to veterans 
with the quality and efficiency they deserve. 

• Provides greater benefits to veterans who are medically retired from 
service. 

• Combats homelessness by safeguarding vulnerable veterans. 

• Facilitates timely implementation of the comprehensive education ben- 
efits that veterans earn through their dedicated military service. 

The American Legion welcomes the opportunity to work with this Committee and 
the Administration on the enactment of a timely, predictable and sufficient budget 
for the Department of Veterans Affairs. 

Mr. Chairman, that concludes my testimony and The American Legion would wel- 
come any questions you or your colleagues may have. 
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SEPTEMBER 11, 2008 

INTRODUCTION 

The American Legion’s National Commander, David K. Rehbein to the 
House and Senate Committees on Veterans’ Affairs 

Messrs. Chairmen and Members of the Committees: 

As The American Legion’s newly elected National Commander, I thank you for 
this opportunity to present the views of its 2.7 million members on issues under the 
jurisdiction of your Committees. At the conclusion of The American Legion’s 90th 
National Convention in Phoenix, Arizona, delegates adopted 242 organizational res- 
olutions, with 212 having legislative intent. These mandates create the legislative 
portfolio of The American Legion for the remainder of the 110th Congress as well 
as the upcoming 111th Congress. 

As the summer of 2008 turns to fall, America is poised at a critical point in his- 
tory. In just over 2 months, voters will usher in a new Administration and a new 
Congress. There is no incumbent, not even an incumbent vice president, running for 
the Nation’s highest office. 

America’s leadership will change after the general election of 2008. But what can- 
not change is The American Legion’s obligation to ensure that the brave men and 
women who have worn the uniform of this Nation are not forgotten. The war on 
terrorism — Operations Iraqi Freedom (OIF) and Enduring Freedom (OEF) — has al- 
ready generated nearly one million discharged veterans, all of whom are guaranteed 
access to health care through the Department of Veterans Affairs (VA) for the first 
5 years after their return home. Hundreds of thousands of OIF and OEF veterans 
are now using their VA health care benefits, increasing the workload of a health 
care system that was overburdened before the war began. It is a sacred and time 
honored obligation of The American Legion to make sure these veterans have the 
services they need and timely access to the care they have earned and deserve. 

By working together, The American Legion and the Members of both the House 
and Senate Veterans Affairs Committees have made considerable progress in recent 
years to meet that obligation. We have fought for better funding for the VA health 
care system, and received it. We have argued for greater attention to mental health 
services, including Post Traumatic Stress Disorder (PTSD) and Traumatic Brain In- 
jury care, which have become known as the “signature wounds” of the wars we are 
fighting today. We have offered up American Legion services across the Nation, to 
care for those who come home severely wounded, through our Heroes to Hometowns 
program, and through our corps of expert service officers. We have worked with 
Congress, the White House, states and local communities — at every level — to ensure 
that our government, particularly VA, has what it needs to provide quality health 
care, disability compensation, rehabilitation and transitional programs to all eligible 
veterans. We have made progress. But we are not there yet. 

The backlog of VA benefits claims remains a source of continuous frustration na- 
tionwide. And while new attention has been given to mental health care for return- 
ing veterans, VA providers themselves say they cannot keep up with it all. In some 
communities, it’s a crisis. Funds have been budgeted for new VA medical facilities 
that have been in blueprints far too long. VA must undertake a new future, with 
a new generation of war veterans with unique needs entering the system, while at 
the same time honoring the service of — and caring for — those of past wars and con- 
flicts. 

The American Legion applauds the 110th Congress for recommending FY 2008 
funding allocations for many VA accounts that meet or exceed funding targets pro- 
posed by The American Legion in testimony presented earlier this year. We are also 
thankful for the hard work of both chambers in passing a comprehensive and effec- 
tive GI Bill that more accurately reflects the sacrifices of America’s servicemem- 
bers — Active Duty, Guard and Reserve. 

The process of providing adequate and compassionate services to our veterans is, 
as we all know, continuous. We must stay on top of the changes in health care, in 
technology, and foremost, among the veterans we serve. With that in mind and on 
behalf of The American Legion, I offer the following budget recommendations for the 
Department of Veterans Affairs for FY 2010: 
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BUDGET PROPOSALS FOR SELECTED DISCRETIONARY PROGRAMS 
FOR DEPARTMENT OF VETERANS AFFAIRS FOR FISCAL YEAR 2009 


Program 

FY 2008 

H.R. 6599 

Appropriations 

Committee 

S. 3301 

The American 
Legion’s FY 2010 
Recommendations 

Medical Services + 

$29.1 billion 

$30.9 billion 

$35.6 billion 
(see + note.) 


Medical Administra- 
tion + 

$3.5 billion 

$4.4 billion 

(see + note.) 

$42.8 billion 

Medical Facilities 

$4.1 billion 

$5 billion 

$5 billion 

(includes medical 
and prosthetics 
research) 

Medical Care Total 

$36.7 

billion 

$40.3 

billion 

$40.6 billion 


Medical Care Recov- 
ery Fund 

($2.4 billion) 

($2.5 billion) 

($2.5 billion) 

* 

Medical and Pros- 
thetic Research 

$480 million 

$500 million 

$527 million 

$532 million 

Major Construction 

$1.1 billion 

$923 million 

$1.2 billion 

$1.8 billion 

Minor Construction 

$630 million 

$991 million 

$729 million 

$1.5 billion 

State Veterans Homes 
Grants 

$165 million 

$165 million 

$250 million 

$275 million 

State Veterans Ceme- 
tery Grants 

$40 million 

$45 million 

$42 million 

$49 million 

National Cemetery 
Administration 

$195 million 

$240 million 

$230 million 

$249 million 

Information Tech- 
nology 

$2 billion 

$2.5 billion 

$2.5 billion 

$2.7 billion 

General Operating Ex- 
penses 

$1.6 billion 

$1.8 billion 

$1.8 billion 

$2.8 billion 


* The American Legion continues to support using Medical Care Recovery Funds as supplements, not offsets 
to discretionary VA funding. 

+ Medical Services and Medical Administration accounts — VA’s FY 2009 budget request proposed merging 
the Medical Services account and the Medical Administration account. The Senate concurred with this rec- 
ommendation for consolidation. The House renamed the Medical Administration account the “Medical Support 
and Compliance”, but maintained it as a separate account. 

VETERAN’S HEALTH CARE 


A System Worth Saving 

In 2002, The American Legion initiated the “I Am Not A Number” campaign to 
ascertain the quality and timeliness of health care delivery within VA. This program 
surveyed veterans on their personal experiences with the VA health care system 
and provided The American Legion with a clear snapshot of the needs of VA system- 
wide. These actual accounts of veterans’ experiences highlighted a trend within VA; 
veterans reported the quality of care was exceptional, but criticized the difficulty of 
access to treatment. 

During that time, then National Commander Ronald Conley conducted site visits 
to 60 VA Medical Centers nationwide and compiled a report highlighting the issues 
affecting VA, which was a result of years of inadequate funding. This report, titled, 
“A System Worth Saving,” covered issues from Medical Care Collection Fund 
(MCCF) targets; wait times; budgetary shortfalls; and staffing levels. 

By 2004, The American Legion had conducted a full cycle of site visits to VA Med- 
ical Centers (VAMC) throughout VA’s 21 Veterans Integrated Service Networks 
(VISN). In 2005, The American Legion conducted site visits to selected VAMC’s, 
with attention on the progression of the Capital Asset Realignment for Enhanced 
Services (CARES). Due to the initial lack of headway from the CARES initiative, 
The American Legion was prompted to conduct site visits with additional focus on 
various medical areas within the VA Medical Center system to ascertain the level 
of progression. The focus included Polytrauma Centers and Vet Centers, and Nurs- 
ing Home Care Units/Community Living Centers (NHCU/CLC) in 2006 and 2007. 
Although emphasis was placed on the aforementioned areas, The American Legion 
continued to focus on the overall progress of VA Medical Centers. 
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Since 2002, these comprehensive reports, created from the compilation of site visit 
reports, have been presented to Congress and shared with VA in an attempt to 
bring attention to the budgetary needs of the VA health care system. This year 
marks the printing of the sixth “A System Worth Saving” report. The American Le- 
gion’s 2008 “A System Worth Saving” report, a compilation of information gathered 
from site visits conducted by field service representatives and the System Worth 
Saving Task Force members, focuses on Nursing Home Care Units/Community Liv- 
ing Centers (NHCUs/CLCs) located within the VA Medical Center System. Of the 
total 134 Nursing Home Care Units/Community Living Centers, approximately 49 
were selected. The reports highlighted key issues in determining quality care, staff- 
ing levels, funding, physical plant, as well as obstacles and challenges to providing 
quality care. 

Although it has been 6 years since the initial visits, The American Legion con- 
tinues to have concerns of the effects of current budgets on VA’s ability to deliver 
quality care in a timely manner. America’s veterans are turning to VA for their 
health care needs and, as we welcome home injured veterans, it is forever our re- 
sponsibility as advocates to work together to ensure VA is indeed capable of treating 
all eligible veterans. 

Budget Reform for Veterans’ HealthCare 

The annual discretionary appropriations in Fiscal Year (FY) 2007 and FY 2008 
represented a dramatic improvement over years of consistent budgetary shortfalls, 
but these funding levels were achieved only through dynamic leadership in both 
chambers. However, even these two outstanding appropriations did not follow the 
normal appropriations process — one was achieved through a year-long continuing 
resolution with significant markups for VA medical care and the second required the 
President to declare a need for emergency appropriations for VA medical care. 

As the current generation of young Americans sequentially answer the Nation’s 
call to arms, and deploying and returning from around the world, their more com- 
plex issues warrant the demand for additional support and accommodations, to in- 
clude assured funding, clinical providers, nurses, and space. Many have survived 
combat wounds that were fatal to servicemembers in past conflicts; this is due to 
modern technology in the combat zones and hot spots around the world. 

Like so many brave men and women who honorably served before them, these 
new veterans are fighting for the freedom and security of us all. Therefore, today’s 
veterans deserve the respect of a grateful Nation upon their return home. Genera- 
tions of wartime veterans of the past were unconditionally welcomed at VA medical 
facilities until the 1980s. 

The American Legion believes the absence of appropriate urgent changes in Fed- 
eral health care funding will continue to add to the strife that has plagued the VA, 
as well as the veterans it serves. New veterans may soon discover their battles are 
not over; that is, if the aforementioned doesn’t come to past. Instead, the Nation’s 
newest heroes will inevitably fight for the life of the VA health care system, as vet- 
erans in the 20th century fought for care they were eligible to receive. 

With the influx of those returning from Iraq and Afghanistan, the demand for 
various clinical providers, nurses, space, and structural peripherals are mounting. 
As each fiscal year comes, assured funding is essential to proactively meet various 
challenges faced at VA medical facilities. The American Legion believes the time for 
serious reform of the Federal appropriations for veterans’ health care that would 
provide timely, predictable, and sufficient appropriations for VA medical care. We 
hereby urge Congress to act now to ensure that we, as a nation, will always provide 
the funding necessary to ensure the complete care for those who seek timely access 
to quality health care through the VA health care delivery system. 

The American Legion believes the solution to the Veterans Health Administra- 
tion’s (VHA’s) recurring fiscal difficulties will only be achieved through meaningful 
reform of the Federal appropriations process as recommended by the President’s 
Task Force to Improve Health Care Delivery for our Nation’s Veterans (in 2003). 
This Task Force clearly identified the consistent mismatch between VA health care 
funding and the growing demand for health care services. 

The American Legion and eight other major veterans’ and military service organi- 
zations have joined forces to urge Congress to provide annual Federal appropria- 
tions that are timely, predictable, and sufficient. These three components are critical 
for effective long- and short-range decisionmaking by VA management. The Partner- 
ship for Veterans Health Care Budget Reform has supported legislation that would 
make VA health care funding mandatory rather than discretionary. Under this con- 
cept, VA health care funding would be formula-based, much like other mandatory 
benefits like Medicare, Social Security, and VA compensation and pension. 
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This concept has met a great deal of resistance by many lawmakers on Capitol 
Hill; so The American Legion and its colleagues now recommends an alternative to 
mandatory funding — advanced appropriations. The American Legion believes this 
change would assure timeliness and predictability. Under advanced appropriations, 
VA medical care discretionary appropriations would be approved prior to the start 
of the next fiscal year. Should The American Legion have concern about the suffi- 
ciency of the advanced appropriations, it would have an opportunity to address any 
shortfalls while testifying for the remainder of the VA appropriations for that fiscal 
year. 

The American Legion recommends reform of the Federal appropriation 
process with regard to VA health care that would guarantee timely, pre- 
dictable, and sufficient annual appropriations. 

MEDICAL CARE COLLECTIONS 

The Balanced Budget Act 1997, Public Law (PL) 105-33, established the VA Med- 
ical Care Collections Fund (MCCF), requiring amounts collected or recovered from 
third-party payers after June 30, 1997, be deposited into this fund. The MCCF is 
a depository for collections from third-party insurance, outpatient prescription co- 
payments and other medical charges and user fees. Funds collected may only be 
used to provide VA medical care and services, as well as VA expenses for identifica- 
tion, billing, auditing and collection of amounts owed the F ederal Government. 

The American Legion supported legislation to allow VA to bill, collect, and rein- 
vest third-party reimbursements and copayments; however, The American Legion 
adamantly opposes the scoring of MCCF as an offset to the annual discretionary ap- 
propriations since the majority of these funds come from the treatment of non-serv- 
ice-connected medical conditions. Previously, these collection goals have far exceeded 
VA’s ability to collect accounts receivable. 

Since FY 2004, VHA’s total collections increased from $1.7 billion to $2.2 billion; 
a 29.4 percent-increase. The third-party component of VA’s collections also increased 
from $960,000 to $1.26 million; a 31.3 percent-increase. 

VA’s ability to capture these funds is critical to its ability to provide quality and 
timely care to veterans. Miscalculations of VA required funding levels result in real 
budgetary shortfalls. Seeking an annual emergency supplemental is not the most 
cost-effective means of funding the Nation’s model health care delivery system. Gov- 
ernment Accountability Office (GAO) reports continue to raise the issue of VHA’s 
ability to capture insurance data in a timely and correct manner. In addition, they 
continue to express concerns of VHA’s ability to maximize its third-party collections. 

According to a 2008 GAO report, VA lacks policies and procedures and a full 
range of standardized reports for effective management oversight of VA-wide third- 
party billing and collection operations. Further, although VA management has un- 
dertaken several initiatives to enhance third-party revenue, many of these initia- 
tives are open-ended or will not be implemented for several years. Until these short- 
comings are addressed, VA will continue to fall short of its goal to maximize third- 
party revenue, thereby placing a higher burden on taxpayers. In addition, GAO rec- 
ommended an improvement of third-party billings; follow-up on unpaid amounts, 
and management oversight of billing and collections. 

The American Legion opposes offsetting annual VA discretionary funding 
by the MCCF goal, especially since VA is prohibited from collecting any 
third-party reimbursements from the Nation’s largest federally-mandated 
health insurer, Medicare. 

MEDICARE 

As do most American workers, veterans pay into the Medicare system, without 
choice, throughout their working lives, including while on active duty or as Reserv- 
ists in the Armed Forces. A portion of each earned dollar is allocated to the Medi- 
care Trust Fund and, although veterans must pay into the Medicare system, VA is 
prohibited from collecting any Medicare reimbursements for the treatment of allow- 
able, non-service-connected medical conditions. 

Since over half of VA’s enrolled patient population is Medicare-eligible, this prohi- 
bition constitutes a multi-billion dollar annual subsidy to the Medicare Trust Fund. 

The American Legion is opposed to the current policy on Medicare reim- 
bursement and supports Medicare reimbursement for VHA for the treat- 
ment of allowable, non-service-connected medical conditions of enrolled 
Medicare-eligible veterans. 

VET CENTERS 

The American Legion is proud to have been involved with the Vet Center program 
since its inception in 1979. During the developmental phase, some Vet Centers oper- 
ated from local American Legion posts during their search for permanent locations. 
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They were designed to provide services exclusively for veterans who served in thea- 
ters of conflict, or those who experienced military sexual trauma. 

Vet Centers are community-based and veterans are assessed the day they seek 
services. In addition, they also provide mental health counseling to those within the 
veteran’s support system, such as spouses and children. Recently, VA announced the 
addition of 39 Vet Centers, increasing the total to 278. These facilities are mandated 
for completion by the fall of 2009. 

During The American Legion’s 2007 site visits to Vet Centers, it was acknowl- 
edged their overall challenge included limited staffing, which was a result of occur- 
ring and anticipated influx of returning Operations Enduring Freedom/Iraqi Free- 
dom (OEF/OIF) veterans. Services have also expanded to provide bereavement coun- 
seling to family members of those who have died while fighting in support of OEF 
and OIF. 

The American Legion continues to acknowledge the success of Vet Centers and 
the quality services they provide to the Nation’s veterans and their families. The 
Vet Centers’ distinctive locations, personnel, and overall growing missions continue 
to stand beyond other programs offered by VA. 

Vet Centers also provide services in a non-clinical environment, which may appeal 
to those who would be reluctant to seek mental health care in a medical facility. 
A high percentage of the staff, more than 80 percent, are combat veterans and can 
relate to the readjustment issues experienced by the those seeking services. 

The most important aspect of Vet Centers is the provision of timely accessibility. 
Since Vet Centers are community-based and veterans are assessed within minutes 
of their arrival, eligible veterans are not subjected to long wait times for disability 
claims decisions to determine eligibility for enrollment, or long wait times for avail- 
able appointments. 

Although Vet Centers have an extensive outreach plan, more outreach is required 
to reach other groups of veterans who are unaware they are eligible to use Vet Cen- 
ters or those who may not be familiar with the program in general. According to 
VA, many veterans learn of Vet Centers by word-of-mouth; reaching veterans resid- 
ing in rural areas continues to be a challenge. 

VA has recently recognized the importance of Vet Centers and the current and 
potential services they are capable of rendering veterans within their respective 
communities. The plan to open 39 additional Vet Centers validates their acknowl- 
edgement and commitment to ensure veterans receive access to all VA related serv- 
ices. The completion date for the project is the fall of 2009. This plan will also call 
for more funding to operate and lease space for the new Vet Centers. 

As more servicemembers return from theater, the demand for more services will 
be required. Upon completion of Vet Centers in 2009, The American Legion urges 
VA to assess the surrounding areas to ensure the amount of Centers is adequate 
to accommodate these new veterans. 

The American Legion believes all Vet Centers should be fully staffed with 
qualified providers to ensure combat veterans seeking care for readjust- 
ment are afforded the same standard of quality care, no matter which Vet 
Center they use. 

TRAUMATIC BRAIN INJURY (TBI) 

A recent GAO report acknowledged VA’s challenge of facing a number of clinical 
challenges in its efforts to screen OEF/OIF veterans for mild TBI and evaluate those 
who screen positive on the TBI screening tool, to include the absence of no objective 
diagnostic tests, such as laboratory tests or neuroimaging tests like MRI and com- 
puted tomography (CT) scans that can definitively and reliably identify mild TBI. 
Other challenges include the similarity of many symptoms of mild TBI to symptoms 
associated with other conditions, which makes a definitive diagnosis of mild TBI 
more difficult to reach; OEF/OIF veterans with mild TBI might not realize that they 
have an injury and should seek health care. 

According to the New England Journal of Medicine, the U.S. Army surveyed 
approximately 2525 soldiers three to 4 months after their return from a year-long 
deployment in Iraq. Of the 2525 soldiers, 124 reported injuries with loss of con- 
sciousness, 260 reported injuries with altered mental status, and 435 reported other 
injuries during deployment. In addition, those who reported loss of consciousness, 
43.9 percent met criteria for post-traumatic stress disorder (PTSD), in comparison 
to 27.3 percent who reported an altered mental status. 

Soldiers with mild traumatic brain injury were more likely to report poor health, 
missed workdays, medical visits, and a high number of somatic and post concussive 
symptoms than were soldiers with other injuries. On the other hand, after adjust- 
ment for PTSD and depression, mild traumatic brain injury was no longer signifi- 
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cantly associated with these physical health outcomes or symptoms, except for head- 
ache. 

The report’s conclusion stated mild traumatic brain injury occurring among sol- 
diers deployed in Iraq is strongly associated with PTSD and physical health prob- 
lems three to 4 months after the soldiers’ return home while PTSD and depression 
are important mediators of the relationship between mild TBI and physical health 
problems. 

In a July 2006, VA’s Office of Inspector General (OIG) issued a report entitled 
“Health Status of and Services for Operation Enduring Freedom and Operation 
Iraqi Freedom Veterans after Traumatic Brain Injury Rehabilitation.” The VA’s OIG 
examined VHA’s ability to meet the needs of OEF/OlF veterans who suffered from 
TBI. It reports that 52 patients from around the country — including Montana, Colo- 
rado, North Dakota, and Washington — were interviewed at least 1 year after com- 
pleting inpatient rehabilitation from a Lead Center (Minneapolis, MN; Palo Alto, 
CA; Richmond, VA; and Tampa, FL) that included those who lived in rural states. 

Many of the obstacles for TBI veterans and their family members were similar. 
Some 48 percent of the patients indicated that there were few resources in the com- 
munity for brain injury-related problems. Approximately 38 percent indicated that 
transportation was a major obstacle. Another 17 percent indicated that they did not 
have money to pay for medical, rehabilitation, and injury-related services. 

Some of the challenges noted by family members who care for these veterans in 
rural settings include the necessity for complicated special arrangements and the 
absence of VA rehabilitative care in their communities. Case managers working at 
Lead Centers and several secondary centers noted limited ability to follow patients 
after discharge to rural areas and lack of adequate transportation. 

These limitations place undue hardship on the veterans’ families as well. Those 
contributing to the report, as well as veterans who have contacted The American 
Legion, have shared many examples of the manner in which family have been dev- 
astated by caring for TBI injured veterans. They have sacrificed financially, have 
lost jobs that provided the sole income for the family, and have endured extended 
separations from children. 

POLYTRAUMA CENTERS 

To date, VHA has designated five VA Medical Centers as Polytrauma Rehabilita- 
tion Centers (PRC). These Centers provide specialized care for returning service- 
members and veterans who suffer from multiple and severe injuries. They also pro- 
vide specialized rehabilitation to help injured servicemembers or veterans optimize 
the level of independence and functionality they are capable of achieving. 

The Polytrauma Centers are located in Minneapolis, MN; Palo Alto, CA; Rich- 
mond, VA; San Antonio, TX; and Tampa, FL. Another unique aspect of the 
Polytrauma Center includes the administration of care for TBI, amputations, blind- 
ness and psychosocial/mental health issues in one location. 

In addition to the five designated sites, VA has established 17 Polytrauma Net- 
work Sites (PNS) — one in each Veterans Integrated Services Network (VISNs); and 
approximately 75 Polytrauma Support Clinic Teams to augment the care for those 
with multiple injuries. 

During the “System Worth Saving” site visits to the PRC Centers, many of them 
had vacancies for highly specialized rehabilitative fields and nursing. The major 
challenge to filling vacancies included the inability to offer competitive salaries. It 
is the declaration of The American Legion that VA must be adequately staffed to 
maintain or enhance services provided to veterans and servicemembers recovering 
from multiple injuries. 

ACCESS TO CARE FOR RURAL VETERANS 

Research conducted by VA indicated veterans residing in rural areas are in poorer 
health than their urban counterparts. It was further reported that nationwide, one 
in five veterans who enrolled to receive VA health care lives in rural areas. Pro- 
viding quality health care in a rural setting has proven to be very challenging, given 
factors such as limited availability of skilled care providers and inadequate access 
to care. Even more challenging will be VA’s ability to provide treatment and reha- 
bilitation to rural veterans who suffer from the signature ailments of the on-going 
Global War on Terror — traumatic blast injuries and combat-related mental health 
conditions. VA’s efforts need to be especially focused on these issues. 

A vital element of VA’s transformation in the 1990s was the creation of Commu- 
nity Based Outpatient Clinics (CBOCs) that proximate access to VA primary care 
within veterans’ communities. Recently, VA scheduled the opening of 44 additional 
CBOCs in 21 states. The new clinics will be fully activated by 2009, increasing VA’s 
network of independent and community-based clinics to 782. The American Legion 
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believes the clinics are warranted due to the growing population of veterans within 
rural areas of the Nation. More veterans are also migrating to less populated areas 
with an abundance of automobiles, which are the primary catalysts that transport 
Improvised Explosive Devises (IED’s) in Iraq. 

While VA has taken the right step with the addition of more CBOCs, The Amer- 
ican Legion believes more are warranted. There continues to be great difficulty serv- 
ing veterans in rural areas, such as Nebraska, Nevada, Utah, South Dakota, Wyo- 
ming, and Montana where veterans face extremely long drives, a shortage of health 
care providers, and bad weather. VISNs rely heavily upon CBOCs to close the gap. 

Many veterans continue to express concerns to The American Legion about their 
limited financial resources prohibiting travel, citing the rising cost of gas, the limita- 
tions of the mileage reimbursement rate, and the need to pay for overnight accom- 
modations as obstacles. Providing contracted care in highly rural communities — 
when VA health care services are not possible — would alleviate the unwarranted 
hardships these veterans encounter when seeking access to VA health care. 

SEAMLESS TRANSITION 

VA has an Office of Seamless Transition that is available to participate in Depart- 
ment of Defense (DoD), National Guard and Reserves Transition Assistance Pro- 
grams (TAP) and Disabled Transition Assistance Programs (DTAP). However, The 
American Legion remains concerned that many servicemembers returning home 
from OEF/OIF duty are not being properly advised of the benefits and services 
available to them from VA and other Federal and state agencies. This is especially 
true of Reserve and National Guard units that are demobilized at hometown Re- 
serve Centers and National Guard armories, rather than at active duty demobiliza- 
tion centers. 

Legionnaires at the state level have briefed Guard and Reserve units on VA’s ben- 
efits and services. Many transitioning servicemembers were unaware of the exist- 
ence of the Office of Seamless Transition and did not know the office has staff avail- 
able to provide briefings to their respective units that had recently returned from 
or planned to deploy in support of GWOT. 

The American Legion asserts the importance of improved communication between 
VA and Reserve and National Guard units to ensure eligible Reservists are aware 
of all entitled VA benefits. In addition, there must be a concerted, proactive effort 
on behalf of DoD and VA to ensure every veteran is thoroughly screened and prop- 
erly handed off from the former to the latter. In a recent GAO site visit to DoD med- 
ical facilities, it was discovered that health care providers were unaware a medical 
record review was required and that medical records were not consistently reviewed 
by providers conducting the pre-deployment health assessment. 

Health assessment mistakes or inconsistencies occurring when veterans are active 
servicemembers will follow them to civilian life and eventually be overlooked. When 
those mistakes and inconsistencies become routine, the numbers increase, which 
will continually give birth to veterans with issues that could have been previously 
alleviated before entering the civilian community. 

The American Legion believes a stern system of checks and balances un- 
derlined with current and future plans and policies will ensure ongoing 
communication and successful transition of the Nation’s heroes from DoD 
to VA. 

THE AGING OF AMERICA’S VETERANS 
VA’s Long-Term Care Mission 

Public Law (PL) 106-117, the Millennium Health Care and Benefits Act, enacted 
in November 1999, required VA to continue to ensure 1998 levels of extended care 
services (defined as VA nursing home care, VA domiciliary, VA home-based primary 
care, and VA adult day health care) in its facilities. Yet, VA has not consistently 
maintained the 1998 bed levels mandated by law. 

VA’s inability to adequately address the long-term care problem facing the agency 
was most notable during the Capital Assets Realignment for Enhanced Services 
(CARES) process and continues. The planning for the long-term care mission, one 
of the major services VA provides to veterans, was not addressed in the initial 
CARES initiative, which is touted as the most comprehensive analysis of VA’s 
health care infrastructure ever conducted. 

The American Legion met with the Office of Geriatrics and Extended Care (GEC) 
in November 2007 to discuss this rapidly changing and demanding source of unique 
health care and the newly implemented Cultural Transformation of its 134 Nursing 
Home Care Units (NHCU). Initially implemented in 2004, the conversion to the Cul- 
tural Transformation plan seeks to overcome barriers to change; create a peer sup- 
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port network; and link providers with long-term care leaders to establish evidence 
for best practices and models of care. 

In addition, VA has reiterated the Joint Commission on Accreditation of Health 
care Organizations’ (JACHO) Standard Ethics, Rights and Responsibility, which 
states, “Residents have a right to an environment that preserves dignity and con- 
tributes to a positive self image.” This includes appropriate accommodations for suf- 
ficient space with access to personal living space and a home-like atmosphere. 

During The American Legion’s 2008 site visits, which focused on VA Nursing 
Home Care Units, Task Force members and Field Service representatives discussed 
VA long-term care, as well as its support systems and all it supports. In this round 
table and physical tour engagement, The American Legion sought to ascertain that 
all was being carried out as discussed during the 2004 implementation of the cul- 
tural transformation. Challenges which continue to impede full operation include: 
the three budgets split along with the separation of Information Technologies (IT), 
Cultural Transformation, and being understaffed. 

The American Legion continues to state its support for the publishing and imple- 
mentation of a Long-Term Care (LTC) strategic plan that addresses the rising long- 
term care needs of America’s veterans. We remain disappointed it has now been 
over 4 years since the CARES decision and no plan has been published. We assert 
VA should take proactive steps to provide the care mandated by Congress. Congress 
should in turn do its part and provide adequate mandatory funding to VA to imple- 
ment its mandates. 

The American Legion will continue to support current legislation that will ensure 
appropriate payments for the cost of LTC provided to veterans in State Veterans’ 
Homes, stronger oversight of payments to State Veterans’ Homes, full reimburse- 
ment for the treatment of veterans 70 percent service-connected or higher, and the 
more efficient delivery of pharmaceuticals. 

It is vital that VA meet the LTC requirements of the Millennium Health 
Care and Benefits Act; we urge your Committees to support adequate fund- 
ing for VA to meet the LTC needs of America’s veterans. 

State Extended Care Facility Construction Grants Program 

Since 1984, nearly all planning for VA inpatient nursing home care has revolved 
around State Veterans’ Homes (SVHs) and contracts with public and private nurs- 
ing homes. The reason for this is obvious: for FY 2004, VA paid a per diem of $59.48 
for each veteran it placed in SVHs, compared to the $354 VA claims it cost in FY 
2002 to maintain a veteran for 1 day in its own nursing home care units (NHCUs). 

Under the provisions of title 38, United States Code (USC), VA is authorized to 
make payments to states to assist in the construction and maintenance of SVHs. 
Today, there are 133 SVHs in 47 states with over 27,000 beds providing nursing 
home, hospital, and domiciliary care. Grants for Construction of State Extended 
Care Facilities provide funding for 65 percent of the total cost of building new vet- 
erans’ homes. Recognizing the growing LTC needs of older veterans, it is essential 
the State Veterans' Home Program be maintained as an important alternative 
health care provider to the VA system. 

The American Legion opposes attempts to place a moratorium on new SVH con- 
struction grants. State authorizing legislation has been enacted and state funds 
have been committed. Delaying projects will result in cost overruns from increasing 
building materials costs and may result in states deciding to cancel these much 
needed facilities. 

The American Legion supports: 

• Increasing the amount of authorized per diem payments to 50 percent 
for nursing home and domiciliary care provided to veterans in State 
Veterans’ Homes; 

• Providing prescription drugs and over-the-counter medications to State 
Homes Aid and Attendance patients along with the payment of author- 
ized per diem to State Veterans’ Homes; and 

• Allowing for full reimbursement of nursing home care to 70 percent 
service-connected veterans or higher, if veterans reside in a State Vet- 
erans’ Home. 

The American Legion recommends $275 million for the State Extended 
Care Facility Construction Grants Program in FY 2010. 

Medical and Nursing School Affiliations 

VHA and its medical school affiliates continue to enjoy a longstanding and exem- 
plary relationship that has endured for virtually 60 years. This relationship con- 
tinues to thrive and evolve to present day. Currently, there are 129 accredited med- 
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ical schools in the United States. Of these, 107 have formal affiliation agreements 
with VA Medical Centers (VAMCs). More than 30,000 medical residents and 22,000 
medical students receive a portion of their medical training in VA facilities annu- 
ally. VA estimates that 70 percent of its physician workforce has university appoint- 
ments. 

VHA conducts the largest coordinated education and training program for health 
care professions in the Nation. The medical school affiliations allow VA to train new 
health professionals to meet the health care needs of veterans and the Nation. Med- 
ical school affiliations have been a major factor in VA’s ability to recruit and retain 
high quality physicians. It also affords veterans access to the some of the most ad- 
vanced medical technology and cutting edge research. VHA research continues to 
make meaningful contributions to improve the quality of life for veterans and the 
general population. 

VHA’s recent and numerous recognitions as a leader in providing safe, high-qual- 
ity health care to the Nation’s veterans can be directly attributed to the relationship 
that has been fostered through the affiliates. The American Legion remains com- 
mitted to this mutually beneficial affiliation between VHA and the medical schools 
of this Nation. We also believe that medical school affiliates should be appropriately 
represented as a stakeholder on any national task force, commission, or Committee 
established to deliberate on veterans’ health care. 

VA recently established a Nursing Academy to address the nationwide nursing 
shortage issue. The Nursing Academy has embarked on a 5-year pilot program that 
will establish partnerships with a total of 12 nursing schools. The initial set of part- 
nerships implemented this year included nursing schools in Florida, California, 
Utah and Connecticut. This pilot program will train nurses to understand the 
health care needs of veterans and make more nurses available to allow VA to con- 
tinue to provide veterans with the quality care they deserve. 

Academic Year (AY) 2007-08 was the first of a multi-year expansion in order to 
address the recommendations of the federally Chartered External Advisory Com- 
mittee on VHA Resident Education. The Advisory Committee was charged with an 
examination of the philosophy and deployment of VA’s residency training positions. 

The Committee acknowledged the critical role VA plays in provision of high-qual- 
ity graduate medical education (GME) and recommended VA increase its propor- 
tional support of the national GME enterprise. With 2008 being the second year of 
expansion, the VA Office of Academic Affiliations has developed three Requests for 
Proposals (RFPs) which will create about 400 new, permanent resident positions na- 
tionwide in AY 2009-2010. In addition to the GME Enhancement initiative, 698 
physician resident positions were awarded to 72 facilities in 61 specialty training 
programs. 

The American Legion affirms its strong commitment and support for the 
mutually beneficial affiliations between VHA and the medical and nursing 
schools of this Nation. 

MEDICAL AND PROSTHETICS RESEARCH 

The American Legion believes VA’s focus in research should remain on under- 
standing and improving treatment for conditions that are unique to veterans, serv- 
icemembers are surviving catastrophically disabling blast injuries due to the supe- 
rior armor they are wearing in the combat theater and the timely access to quality 
triage. The unique injuries sustained by the new generation of veterans clearly de- 
mand particular attention. It has been reported that VA does not have state-of-the- 
art prostheses like DoD, and that the fitting of the prostheses for women has pre- 
sented problems due to their smaller stature. 

The American Legion supports adequate funding of other VA research activities, 
including basic biomedical research and bench-to-bedside projects for FY 2010. Con- 
gress and the Administration should continue to encourage acceleration in the de- 
velopment and initiation of needed research on conditions that significantly affect 
veterans — such as prostate cancer, addictive disorders, trauma and wound healing, 
post-traumatic stress disorder, rehabilitation, and others jointly with DoD, the Na- 
tional Institutes of Health (NIH), other Federal agencies, and academic institutions. 

The American Legion recommends $532 million for Medical and Pros- 
thetics Research in FY 2010 

ENVIRONMENTAL EX P OSURES 
Agent Orange 

One of the top priorities of The American Legion has been to ensure that long 
overdue major epidemiological studies of Vietnam veterans who were exposed to the 
herbicide Agent Orange are carried out. In the early 1980s, Congress held hearings 
on the need for such epidemiological studies. The Veterans’ Health Programs Exten- 
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sion and Improvement Act 1979, Public Law 96-151, directed VA to conduct a study 
of long-term adverse health effects in veterans who served in Vietnam as a result 
of exposure to herbicides. When VA was unable to do the joh, the responsibility was 
passed to the Centers for Disease Control (CDC). In 1986, CDC also abandoned the 
project, asserting that a study could not be conducted based on available records. 

The American Legion did not give up. Three separate panels of the National Acad- 
emy of Sciences have agreed with The American Legion and concluded that CDC 
was wrong and that epidemiological studies based on DoD records are possible. 

The Institute of Medicine (IOM) report, Characterizing Exposure of Veterans to 
Agent Orange and Other Herbicides Used in Vietnam, is based on the research con- 
ducted by a Columbia University team. Headed by principal investigator Dr. Jeanne 
Mager Stellman, the team has developed a powerful method for characterizing expo- 
sure to herbicides in Vietnam. The American Legion is proud to have collaborated 
in this research effort. In its final report on the study, the IOM urgently rec- 
ommends that epidemiological studies be undertaken now that an accepted exposure 
methodology is available. The American Legion strongly endorses this IOM report. 

The IOM’s most recent report on veterans’ herbicide exposure in Vietnam, Vet- 
erans and Agent Orange: Update 2006, released July 27, 2007, added two new ill- 
nesses to the category of “limited or suggestive evidence of association,” AL amyloi- 
dosis and hypertension. This is a profound finding since many Vietnam War vet- 
erans suffer from hypertension. 

The “limited or suggestive” evidence finding meets the threshold of a positive as- 
sociation between the exposure of humans to a herbicide agent and the occurrence 
of a disease in humans, as set forth in title 38, United States Code § 1116, and has 
been used by VA to add other conditions, including type 2 diabetes, to the list of 
herbicide presumptive disabilities. Although the Secretary of Veterans Affairs, in 
violation of specific reporting requirements set forth in §1116, has yet to publish 
his official determination regarding this latest IOM report in the Federal Register, 
The American Legion received a letter from the Secretary on June 26, 2008, inform- 
ing our organization that AL amyloidosis is the only condition, based on the July 
2007 IOM report, that would be added to the list of disabilities presumed to be serv- 
ice-connected due to herbicide exposure. The Secretary specifically stated that he 
has “determined that the evidence available at this time does not warrant the estab- 
lishment of a new presumption of service connection based on service in Vietnam 
for any additional diseases reviewed in the NAS report.” 

Since, at of the time of this writing, the Secretary has not published a notice of 
his determination in the Federal Register, which will include an explanation of the 
scientific basis for that determination; The American Legion is unable to comment 
on the reasoning behind VA’s decision not to recognize hypertension as presump- 
tively service-connected to herbicide exposure among Vietnam veterans. Rest as- 
sured, we will carefully review the Secretary’s determination once it is published in 
the Federal Register and will take appropriate action, including, but not limited to, 
seeking a legislative remedy to correct this injustice. 

The American Legion is extremely concerned about the timely disclosure and re- 
lease of all information by DoD on the use and testing of herbicides in locations 
other than Vietnam during the war. Over the years, The American Legion has rep- 
resented veterans who claim to have been exposed to herbicides in places other than 
Vietnam. Without official acknowledgement by the Federal Government of the use 
of herbicides, proving such exposure is virtually impossible. Information has come 
to light in the last few years leaving no doubt that Agent Orange, and other herbi- 
cides contaminated with dioxin, were released in locations other than Vietnam. This 
information is slowly being disclosed by DoD and provided to VA. 

In April 2001, officials from DoD briefed VA on the use of Agent Orange along 
the Korean demilitarized zone (DMZ) from April 1968 through July 1969. It was ap- 
plied through hand spraying and by hand distribution of pelletized herbicides to de- 
foliate the fields of fire between the frontline defensive positions and the south bar- 
rier fence. The size of the treated area was a strip 151 miles long and up to 350 
yards from the fence to north of the civilian control line. According to available 
records, the effects of the spraying were sometimes observed as far as 200 meters 
downwind. DoD identified the units that were stationed along the DMZ during the 
period in which the spraying took place. This information was given to VA’s Com- 
pensation and Pension Service, which provided it to all of the regional offices. VA 
Central Office has instructed its Regional Offices to concede exposure for veterans 
who served in the identified units during the period the spraying took place. 

In January 2003, DoD provided VA with an inventory of documents containing 
brief descriptions of records of herbicides used at specific times and locations outside 
of Vietnam. The information, unlike the information on the Korean DMZ, does not 
contain units involved or individual identifying information. Also, according to VA, 
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this information is incomplete, reflecting only 70 to 85 percent of herbicide use, test- 
ing and disposal locations outside of Vietnam. VA requested that DoD provide it 
with information regarding the units involved with herbicide operations or other in- 
formation that may be useful to place veterans at sites where herbicide operations 
or testing was conducted. Unfortunately, as of this date, additional information has 
not been provided by DoD. 

Obtaining the most accurate information available concerning possible exposure 
is extremely important for the adjudication of herbicide-related disability claims of 
veterans claiming exposure outside of Vietnam. For herbicide-related disability 
claims, veterans who served in Vietnam during the period of January 9, 1962 to 
May 7, 1975 are presumed by law to have been exposed to Agent Orange. Veterans 
claiming exposure to herbicides outside of Vietnam are required to submit proof of 
exposure. This is why it is crucial that all information pertaining to herbicide use, 
testing, and disposal in locations other than Vietnam be released to VA in a timely 
manner. Congressional oversight is needed to ensure that additional information 
identifying involved personnel or units for the locations already known by VA is re- 
leased by DoD, as well as all relevant information pertaining to other locations that 
have yet to be identified. Locating this information and providing it to VA must be 
a national priority. 

The American Legion endorses this IOM report and strongly urges VA to 
make a timely decision on its recommendations and provide notification of 
the decision to add or not add to the presumptive list. 

Gulf War Illness 

In the Research Advisory Committee on Gulf War Veterans’ Illness (RACGWI) ini- 
tial report released in November 2004, it was found that, for a large majority of ill 
Gulf War veterans, their illnesses could not be explained by stress or psychiatric 
illness and concluded that current scientific evidence supports a probable link be- 
tween neurotoxin exposure and subsequent development of Gulf War veterans’ ill- 
nesses. Earlier government panels concluded that deployment-related stress, not the 
numerous environmental and other exposures troops were exposed to during the 
war, was likely responsible for the numerous unexplained symptoms reported by 
thousands of Gulf War veterans. 

Gulf War research is moving away from the previous stress theories and is begin- 
ning to narrow down possible causes. However, research regarding viable treatment 
options is still lacking. The American Legion applauds Congress for having the fore- 
sight to provide funding to the Southwestern Medical Center’s Gulf War Illness re- 
search program. The Center, headed by Dr. Robert Haley at the University of Texas 
Southwestern, was awarded $15 million, renewable for 5 years, to further the sci- 
entific knowledge on Gulf War Veterans Illnesses research. This research will not 
only impact veterans of the 1991 Gulf War, but may prove beneficial for those cur- 
rently serving in the Southwest Asia Theater and the Middle East. The purpose of 
the research is to fill in the gaps of knowledge where there is little, yet suggestive 
information. Dr. Haley’s research will further this knowledge about Gulf War vet- 
erans’ illnesses and hopefully help improve the lives of ill Gulf War veterans and 
their families who suffer beside them. We owe ill Gulf War veterans our exhaustive 
efforts in finding treatments for their ailments. 

VA must continue to fund research projects consistent with the recommendations 
of the Research Advisory Committee on Gulf War Veterans’ Illness (RACGWI). It 
is important that VA continues to focus its research on finding medical treatments 
that will alleviate veterans’ suffering as well as on figuring out the causes of that 
suffering. The American Legion also recommends that your Committees thoroughly 
review the RACGWI’s second report, which will be released this fall. 

Public Law 103-210, which authorized the Secretary of Veterans Affairs to pro- 
vide priority health care to the veterans of the Persian Gulf War who have been 
exposed to toxic substances and environmental hazards, allowed Gulf War Vet- 
erans — and veterans of the Vietnam War — to enroll into Priority Group 6. The last 
sunset date for this authority was December 31, 2002. Since this date, information 
provided to veterans and VA hospitals has been conflicting. Some hospitals continue 
to honor Priority Group 6 enrollment for ill Gulf War veterans seeking care for their 
ailments. Other hospitals, well aware of the sunset date, deny Priority Group 6 en- 
rollment for these veterans and notify them that they qualify for Priority Group 8. 
To these veterans’ dismay, they are completely denied enrollment because of VA’s 
restricted enrollment for Priority Group 8 since January 2003. Even more con- 
founding is the fact that eligibility information disseminated via Internet and print- 
ed materials does not consistently reflect this change in enrollment eligibility for 
Priority Group 6. VA has assured The American Legion that this issue will be rec- 
tified. 
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Although these veterans can file claims for these ailments and possibly gain ac- 
cess to the health care system once a disability percentage rate is granted, those 
whose claims are denied cannot enroll. According to the May 2007 version of VA’s 
Gulf War Veterans Information System (GWVIS), there were 14,874 claims proc- 
essed for undiagnosed illnesses. Of those undiagnosed illness claims processed, 
11,136 claims were denied. Due to their nature, these illnesses are difficult to un- 
derstand and information about individual exposures may not be available, many 
ill veterans are not able to present strong claims. They are then forced to seek care 
from private physicians who may not have enough information about Gulf War Vet- 
erans’ illnesses to provide appropriate care. 

NOTE: VA also published another negative presumption determination in the 
Federal Register on July 21, 2008 — Joe, you might want to add something about 
this report. 

VA published its comments on the IOM’s Gulf War and Health, Volume 2: Insecti- 
cides and Solvents report, released in February 2003 in the Federal Register. The 
Department decided not to establish a presumption of service connection for any dis- 
eases, illnesses or health effects considered in the report, based on exposure to in- 
secticides or solvents during service in the Persian Gulf during the Persian Gulf 
War. Many of VA’s justifications for not establishing presumption mirror the rea- 
sons why ill Gulf War veterans have problems justifying their claims. The IOM re- 
port notes that little information is known about the use of solvents in the theater. 

VA notes that veterans may still be granted service connection, if evidence indi- 
cates an association between their diseases and their exposures. This places the bur- 
den of proof on Gulf War veterans to prove their exposures and that the level of 
exposure is sufficient enough to warrant service connection. IOM and VA have ac- 
knowledged that there is insufficient information on the use of the identified sol- 
vents and pesticides during the Gulf War. 

VA states that PL105-277 does not explain the meaning of the phrase, “known 
or presumed to be associated with service in the Armed forces in the Southwest Asia 
theater of operations during the Persian Gulf War” and that there is no legislative 
history explaining the meaning of the phrase. VA has had adequate time to get Con- 
gress to clarify the statute’s intent and should have clarified the intent prior to de- 
livering a charge to the IOM for the report. VA’s interpretation is that Congress did 
not intend VA to establish presumptions for known health effects of all substances 
common to military and civilian life, but that it should focus on the unique exposure 
environment in the Persian Gulf during the war. The IOM was commissioned to as- 
certain long-term health effects of service in the Persian Gulf during the war, based 
on exposures associated with service in theater during the war as identified by 
Congress, not exposures unique to the Southwest Asia Theater. The determination 
to not grant presumption for the ailments identified should be based solely on the 
research findings, not on the legitimacy of the exposures identified by Congress. 

The IOM has a similar charge to address veterans who served in Vietnam during 
the war. Herbicides were not unique to the operations in the Southeast Asia theater 
of conflict and there had not been, until recently, a definitive notion of the amounts 
of herbicides to which servicemembers had been exposed. Peer-reviewed, occupa- 
tional studies are evaluated to make recommendations on which illnesses are associ- 
ated with exposure the herbicides — and their components known to be used in the- 
ater. For ailments that demonstrate sufficient evidence of a causal relationship, suf- 
ficient evidence of an association, and limited evidence of an association, the Sec- 
retary may consider presumption. Gulf War and Health Volume 2 identifies several 
illnesses in these categories. However the Secretary determined that presumption 
is not warranted 

VA needs to clearly define what type of information is required to determine pos- 
sible health effects, for instance clarification of any guidance or mandate for the re- 
search. VA also needs to ensure that its charge to the IOM is specific enough to 
help it make determinations about presumptive illnesses. VA noted that neither the 
report, nor the studies considered for the report identified increased risk of disease 
based on episodic exposures to insecticides or solvents and that the report states no 
conclusion whether any of the diseases are associated with “less than chronic expo- 
sure,” possibly indicating a lack of data to make a determination. If this was nec- 
essary, it should have been clearly identified. 

Finally, section 1118, title 38, USC, mandates how the Secretary should respond 
to the recommendations made in the IOM reports. The Secretary is required to 
make a determination of whether or not a presumption for service connection is 
warranted for each illness covered in the report no later than 60 days after the date 
the report is received. If the Secretary determines that presumption is not war- 
ranted for any of the illnesses or conditions considered in the report, a notice ex- 
plaining scientific basis for the determination has to be published in the Federal 
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Register within 60 days after the determination has been made. Gulf War and 
Health, Volume 2 was released in 2003, 4 years ago. Since then, IOM has released 
several other reports and VA has yet to publish its determination on those reports 
as well. 

The American Legion urges VA to provide clarity in the charge for the 
IOM reports concerning what type of information is needed to make deter- 
minations of presumption of service connection for illnesses that may be 
associated with service in the Gulf during the war. 

The American Legion urges VA to get clarification from Congress on the 
intent of the phrase “known or presumed to be associated with service in 
the Armed forces in the Southwest Asia theater of operations during the 
Persian Gulf War,” get clarification from the IOM Committee to fill in as 
many gaps of information as possible, and re-evaluate the findings of the 
IOM report with the clarification provided. 

The American Legion also urges Congress to provide oversight to ensure 
VA provides timely responses to the recommendations made in the IOM re- 
ports. 

Atomic Veterans 

Since the 1980s, claims by Atomic Veterans exposed to ionizing radiation for a 
radiogenic disease, for conditions not among those listed in section 1112(c)(2), title 
38, USC, have required an assessment to be made by the Defense Threat Reduction 
Agency (DTRA) as to nature and amount of the veteran’s radiation dosing. Under 
this guideline, when dose estimates provided are reported as a range of doses to 
which a veteran may have been exposed, exposure at the highest level of the dose 
range is presumed. From a practical standpoint, VA routinely denied the claims by 
many atomic veterans on the basis of dose estimates indicating minimal or very low- 
level radiation exposure. 

As a result of the court decision in National Association of Radiation Survivors 
v. VA and studies by GAO and others of the U.S.’s nuclear weapons test program, 
the accuracy and reliability of the assumptions underlying DTRA’s dose estimate 
procedures have come into question. On May 8, 2003, the National Research Coun- 
cil’s Committee to Review the DTRA Dose Reconstruction Program released its re- 
port. It confirmed the complaints of thousands of Atomic Veterans that DTRA’s dose 
estimates have often been based on arbitrary assumptions resulting in underesti- 
mation of the actual radiation exposures. Based on a sampling of DTRA cases, it 
was found that existing documentation of the individual’s dose reconstruction, in a 
large number of cases, was unsatisfactory and evidence of any quality control was 
absent. The Committee concluded their report with a number of recommendations 
that would improve the dose reconstruction process of DTRA and VA’s adjudication 
of radiation claims. 

The American Legion was encouraged by the mandate for a study of the dose re- 
construction program; nonetheless, we are concerned that the dose reconstruction 
program may still not be able to provide the type of information that is needed for 
Atomic Veterans to receive fair and proper decisions from VA. Congress should not 
ignore the National Research Council’s findings and other reports that dose esti- 
mates furnished VA by DTRA over the past 50 years have been flawed and have 
prejudiced the adjudication of the claims of 1910s of thousands of Atomic Veterans. 
It remains practically impossible for Atomic Veterans or their survivors to effec- 
tively challenge a DTRA dose estimate. 

It is not possible to accurately reconstruct the radiation dosages to which these 
veterans were exposed. The process prolongs claims decisions on ionizing radiation 
cases, ultimately delaying treatment and compensation for veterans with fatal dis- 
eases. 

The American Legion believes the dose reconstruction program should 
not continue. We urge the enactment of legislation to eliminate this provi- 
sion in the claim of veterans with a recognized radiogenic disease who was 
exposed to ionizing radiation during military service. 

Mustard Gas Exposure 

In March 2005, VA initiated a national outreach effort to locate veterans exposed 
to mustard gas and Lewisite as participants in chemical warfare testing programs 
while in the military. The purpose of the testing programs was to evaluate the effec- 
tiveness of various types of protective clothing, ointments and equipment that could 
be used to protect American soldiers on the battlefield. Some participants were ex- 
posed during full-body exposure wearing various degrees of protective gear and 
some were tested by having a droplet of the agent applied to their forearms. For 
this recent initiative, VA is targeting veterans who have been newly identified by 
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DoD for their participation in the testing, most of which had participated in pro- 
grams conducted during WWII. DoD estimated 4,500 servicemembers had been ex- 
posed. 

Since the most recent VA outreach effort was announced, The American Legion 
has been contacted by veterans who contend that the number of participants identi- 
fied was understated by 1910s of thousands, and that participation in these clandes- 
tine chemical programs extended decades beyond the World War II era. Investiga- 
tors have not always maintained thorough records of the events; adverse health ef- 
fects were not always annotated in the servicemember’s medical records; and par- 
ticipants were warned not to speak of the program. Without adequate documenta- 
tion of their participation, participants may not be able to prove their current ail- 
ments are related to the testing. 

It is important DoD commits to investigating these claims as they arise 
to determine if they have merit. It is also important VA commit to locating 
those identified by DoD in a timely manner, as many of them are WWII era 
veterans. Congressional oversight may be necessary to ensure these vet- 
erans are granted the consideration they deserve. 

BLINDED VETERANS 

There are currently approximately 38,000 blind veterans enrolled in the VA 
health care system. Additionally, demographic data suggests that in the United 
States, there are over 160,000 veterans with low-vision problems and eligible for 
Blind Rehabilitative services. Due to staffing shortages, over 1,500 blind veterans 
will wait months to get into one of the 10 blind rehabilitative centers. 

VA currently employs approximately 164 Visual Impairment Service Team (VIST) 
Coordinators to provide lifetime case management to all legally blind veterans, and 
all Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) patients and 
38 Blind Rehabilitative Outpatient Specialists (BROS) to provide services to pa- 
tients who are unable to travel to a blind center. The training provided by BROS 
is critical to the continuum of care for blind veterans. DoD medical system is de- 
pendent on VA to provide blind rehabilitative services. 

Given the critical skills a BROS teaches to help blind veterans and their 
families adjust to such a devastating injury, The American Legion urges VA 
to recruit more specialists. 

MEDICAL CONSTRUCTION AND INFRASTRUCTURE SUPPORT 
Major Construction 

The CARES process identified approximately 100 major construction projects in 
throughout the VA Medical Center System, the District of Columbia, and Puerto 
Rico. Construction projects are categorized as major if the estimated cost is over $10 
million. Now that VA has disclosed the plan to deliver health care through 2022, 
Congress has the sequential responsibility to provide adequate funds. The CARES 
plan continually calls for the construction of new hospitals in Orlando and Las 
Vegas, and replacement facilities in Louisville and Denver for a total cost estimated 
to be well over $1 billion for these four facilities. 

VA has not had this type of progressive construction agenda in decades. Major 
construction money can be significant and proper utilization of funds must be well 
planned. However, if timely completion is truly a national priority, The American 
Legion continues to have concerns due to inadequate funding. 

In addition to the cost of the proposed new facilities are many construction issues 
that have been “placed on hold” for the past several years due to inadequate fund- 
ing, and the moratorium placed on construction spending by the CARES process. 
One of the most glaring shortfalls is the neglect of the buildings sorely in need of 
seismic correction. This is an issue of safety. The delivery of health care in unsafe 
buildings cannot be tolerated and funds must be allocated to not only construct the 
new facilities, but also to pay for much needed upgrades at existing facilities. Gam- 
bling with the lives of veterans, their families and VA employees is absolutely unac- 
ceptable. 

The American Legion believes VA has effectively shepherded the CARES process 
to its current state by developing the blueprint for the future delivery of VA health 
care — we hereby continue to urge Congress act equally and adequately fund the im- 
plementation of this comprehensive and crucial undertaking. 

The American Legion recommends $1.8 billion for Major Construction in 
FY 2010. 

Minor Construction 

VA’s minor construction program has also suffered significant neglect over the 
past several years. Maintaining the infrastructure of VA’s buildings is no small 
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task. Due to the age of these building, continuous renovations, relocations and ex- 
pansions are quite common. A slight hesitation in provision of funding leaves a pro- 
found impact, as it has in recent years. When combined with the added cost of the 
CARES program recommendations, it is easy to see that a major increase over the 
previous funding level is crucial and overdue. 

The American Legion recommends $1.5 billion for Minor Construction in 
FY 2010. 

INFORMATION TECHNOLOGY FUNDING 

Since the data theft occurrence in May 2006, the VA has implemented a complete 
overhaul of its Information Technology (IT) division nationwide. Although not quite 
from its beginning stages, The American Legion is hopeful VA takes the appropriate 
steps to strengthen its IT security to renew the confidence and trust of veterans who 
depend on VA for the benefits they have earned. 

Within VA Medical Center Nursing Home Care Units, it was discovered there was 
conflict with IT and each respective VAMC regarding provision of Internet access 
to veteran residents. VA has acknowledged the Internet would represent a positive 
tool in the veteran’s rehabilitation. The American Legion believes Internet access 
should be provided to these veterans without delay, for time is of the essence in the 
journey to recovery. In addition, veterans should not have to suffer due to VA’s gross 
negligence in the matter. 

The American Legion hopes Congress will not attempt to fund the solution to this 
problem with scarce fiscal resources allocated to the VA for health care delivery. 
With this in mind, The American Legion is encouraged by the fact that IT is its 
own line item in the budget recommendation. 

The American Legion believes there should be a complete review of IT security 
government wide. VA isn’t the only agency within the government requiring an 
overhaul of its IT security protocol. The American Legion urges Congress to exercise 
its oversight authority and review each Federal agency to ensure that the personal 
information of all Americans is secure. 

The American Legion supports the centralization of VA’s IT. The quantity of work 
required to secure information managed by VA is immense. The American Legion 
urges Congress to maintain close oversight of VA’s IT restructuring efforts and fund 
VA’s IT to ensure the most rapid implementation of all proposed security measures. 

The American Legion recommends $2.7 billion for Information Tech- 
nology. 


COMPENSATION AND PENSION 
VETERANS BENEFITS ADMINISTRATION 

VA has a statutory responsibility to ensure the welfare of the Nation’s veterans, 
their families, and survivors. Providing quality decisions in a timely manner has 
been, and will continue to be one of VA’s most difficult challenges. 

CLAIMS BAC KL OG & STAFFING 

In FY 2007, more than 2.8 million veterans received disability compensation bene- 
fits. Providing quality decisions in a timely manner has been, and will continue to 
be, one of the VA’s most difficult challenges. A majority of the claims processed by 
the Veterans Benefits Administration’s (VBA) 57 regional offices involve multiple 
issues that are legally and medically complex and time consuming to adjudicate. 

As of August 9, 2008, there were 618,314 claims pending in VBA, 394,201 of 
which are rating cases. There has been a steady increase in VA’s pending claim 
backlog since the end of FY 2004 when there were 321,458 rating cases pending. 
At the end of FY 2007, there were more than 391,000 rating cases pending in the 
VBA system, up approximately 14,000 from FY 2006. Of these, more than 100,000 
(25.7 percent) were pending for more than 180 days. Including non-rating claims 
pending, the total compensation and pension claims backlog was more than 627,000, 
with 26.5 percent of these claims pending more that 180 days. 

There were also more than 164,000 appeals pending at VA regional offices, with 
more than 142,000 requiring some type of further adjudicative action. At the end 
of FY 2007, the average number of days to complete a claim from date of receipt 
(182.5 days) was up 5.4 days from FY 2006. 

Inadequate staffing levels, inadequate continuing education, and pressure to make 
quick decisions, resulting in an overall decrease in quality of work, has been a con- 
sistent complaint among regional office employees interviewed by The American Le- 
gion staff during regional office quality checks. It is an extreme disservice to vet- 
erans, not to mention unrealistic, to expect VA to continue to process an ever in- 
creasing workload, while maintaining quality and timeliness, with the current staff 
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levels. The current wartime situation provides an excellent opportunity for VA to 
actively seek out returning veterans from OEF and OIF, especially those with serv- 
ice-connected disabilities, for employment opportunities within VBA. Despite the re- 
cent hiring initiatives, regional offices will clearly need more personnel given cur- 
rent and projected future workload demands. 

However, VBA must be required to provide better justification for the resources 
it says are needed to carry out its mission and, in particular, how it intends to im- 
prove the level of adjudicator training, job competency, and quality assurance. 

PRODUCTION VS. QUALITY 

Since 1996, The American Legion, in conjunction with the National Veterans 
Legal Services Program (NVLSP), has conducted quality review site visits at more 
than 40 regional offices for the purpose of assessing overall operation. This Quality 
Review Team visits a regional office for a week and conducts informal interviews 
with both VA and veterans service organization (VSO) staff. The Quality Review 
Team then reviews a random sample of approximately 30-40 recently adjudicated 
American Legion-represented claims. The Team finds errors in approximately 20- 
30 percent of cases reviewed. 

The most common errors include the following: 

• Inadequate claim development leading to premature adjudication of claim; 

• Failure to consider reasonably inferred claims based on evidence of record; 

• Rating based on inadequate VA examination; and/or 

• Under evaluation of disability (especially mental conditions). 

These errors are a direct reflection of VA’s emphasis of quantity over quality of 
work. This seems to validate The American Legion’s concerns that emphasis on pro- 
duction continues to be a driving force in most VA regional offices, often taking pri- 
ority over such things as training and quality assurance. Clearly, this frequently re- 
sults in premature adjudications, improper denials of benefits and inconsistent deci- 
sions 

VETERANS’ DISABILITY BENEFITS COMMISSION 

In October 2007, after almost 2 V 2 years of study, the Veterans’ Disability Benefits 
Commission (VDBC or Commission), released its extensive report, Honoring the Call 
to Duty: Veterans’ Disability Benefits in the 21st century, to the President and Con- 
gress. Due to the history surrounding the establishment of the Commission, The 
American Legion and others in the VSO community feared that it would be used 
as a tool to restrict veterans’ benefits. In fact, key Members of Congress and other 
Federal Government officials publicly expressed their desire to use the VDBC as a 
vehicle to institute radical changes in the VA disability system that would nega- 
tively impact and restrict entitlement to benefits for a large number of veterans. 

Concerned about the questionable history surrounding the creation of the VDBC 
and the impact its recommendations would undoubtedly have on VA’s disability 
compensation program, American Legion staff closely monitored the Commission’s 
activities and provided written and oral testimony, as well as other input, on several 
occasions. From the very beginning, Commission Chairman Terry Scott assured the 
VSOs and others that the Commission did not have a hidden agenda and its pur- 
pose was not to cut or otherwise restrict veterans’ benefits. During the course of the 
Commission’s 2V2-year study The American Legion’s concerns diminished and our 
skepticism turned to optimism as the release of its final report approached. Our ap- 
proach, however, is still “trust, but verify.” 

The American Legion appreciates the Commission’s hard work and commitment 
and we are generally pleased with its recommendations. As the final report contains 
113 recommendations, this statement will focus, for the most part, on recommenda- 
tions that will directly impact the disability compensation system as well as those 
addressed as high priority in the Executive Summary. 

EXECUTIVE SUMMARY PRIORITY RECOMMENDATIONS 
Recommendation 4-23 (Chapter 4, Section 1.5) 

VA should immediately begin to update the current Rating Schedule, be- 
ginning with those body systems addressing the evaluation and rating of 
post-traumatic stress disorder and other mental disorders and of traumatic 
brain injury. Then proceed through the other body systems until the Rat- 
ing Schedule has been comprehensively revised. There vision process 
should be completed within 5 years. VA should create a system for keeping 
the Rating Schedule up to date, including a published schedule for revising 
each system. 
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American Legion Position: Most major body systems in the rating schedule 
have been updated over the last few years. The American Legion supports the up- 
dating of conditions such as traumatic brain injury that have not been recently up- 
dated. We wish to also note that the rating schedule is not the major cause of prob- 
lems with the VA disability compensation process. VA problems such as inadequate 
staffing, inadequate funding, ineffective quality assurance, premature adjudications, 
and inadequate training still plague the VA regional offices. The American Legion 
wants to emphasize that, in most cases, it would be inappropriate to reduce the 
value of a disability as long as our troops are in harm’s way. 

Recommendation 5-28 (Chapter 5, Section III.3) 

VA should develop and implement new criteria specific to post-traumatic 
stress disorder in the VA Schedule for Rating Disabilities. VA should base 
those criteria on the Diagnostic and Statistical Manual of Mental Disorders 
and should consider a multidimensional framework for characterizing dis- 
ability due to post-traumatic stress disorder. 

American Legion Position: The rating schedule currently uses one set of rating 
criteria for all mental disorders. There are unique aspects of PTSD that are not 
properly evaluated by the current rating criteria and it makes sense to develop rat- 
ing criteria that address the specific symptoms involved with PTSD. 

Recommendation 5-30 (Chapter 5, Section III.3) 

VA should establish a holistic approach that couples posttraumatic stress 
disorder treatment, compensation and vocational assessment. Reevaluation 
should occur every 2-3 years to gauge treatment effectiveness and encour- 
age wellness. 

American Legion Position: While The American Legion supports a holistic ap- 
proach to the treatment and compensation of post-traumatic stress disorder (PTSD) 
that encourages wellness, we are concerned that a mandatory reevaluation every 2- 
3 years could result in undue stress among PTSD service-connected veterans. They 
may be fearful that the sole purpose of such reevaluation would be to reduce com- 
pensation benefits. This perception could undermine the treatment process. We 
would, therefore, encourage study and review of possible unintended consequences 
regarding this portion of the Commission’s recommendation. 

Recommendation 6-14 (Chapter 6, Section IV.2) 

Congress should eliminate the ban on concurrent receipt for all military 
retirees and for all servicemembers who separated from the military due 
to service-connected disabilities. In the future, priority should be given to 
veterans who separated or retired from the military under Chapter 61 
with: 

• fewer than 20 years service and a service-connected disability rating 
greater than 50 percent, or 

• disability as the result of combat. 

American Legion Position: The American Legion strongly supports full concur- 
rent receipt and we are pleased with that portion of the recommendation. 

Recommendation 7-4 (Chapter 7, Section II.3) 

Eligibility for Individual Unemployability should be consistently based 
on the impact of an individual’s service-connected disabilities, in combina- 
tion with education, employment history, and medical effects of an individ- 
ual’s age or potential employability. VA should implement a periodic and 
comprehensive evaluation of Individual Unemployability-eligible veterans. 
Authorize a gradual reduction in compensation for Individual Unemploya- 
bility recipients who are eligible to return to substantially gainful employ- 
ment rather than abruptly terminating disability payments at an arbitrary 
level of earning. 

American Legion Position: Although The American Legion supports the provi- 
sion of this recommendation calling for the gradual reduction in compensation bene- 
fits for Individual Unemployability (IU) recipients who are able to return to sub- 
stantially gainful employment, we strongly oppose the portion of the recommenda- 
tion that could be interpreted as requiring the consideration of age in determining 
eligibility to IU. It is inherently unfair to punish an older veteran who would not 
be able to work at any age because of a service-connected condition while awarding 
the benefit to a similarly disabled younger veteran. The current rule states (in es- 
sence) that the impact of a service-connected condition on a veteran cannot be evalu- 
ated to a higher degree because the veteran is old; 38 C.F.R. § 3.341(a). The sched- 
ule is based on the average impairment in earning capacity. If the veteran cannot 
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work because of service-connected disability(s) then IU should be awarded. More- 
over, we have found that younger veterans have to overcome VA bias when they 
apply for IU because VA raters think that younger people have a better chance of 
going back to work. Thus, allowing age to be used as a factor in determining eligi- 
bility for IU purposes may end up adversely impacting both older and younger vet- 
erans. 

Recommendation 7-5 (Chapter 7, Section II.3) 

Recognizing that Individual Unemployability is an attempt to accommo- 
date individuals with multiple lesser ratings but who remain unable to 
work, the Commission recommends that as the VA Schedule for Rating Dis- 
abilities is revised, every effort should be made to accommodate such indi- 
viduals fairly within the basic rating system without the need for an Indi- 
vidual Unemployability rating. 

American Legion Position: The American Legion is extremely leery of any rec- 
ommendation that would encourage the elimination of a specific benefit program on 
the anticipation of a revised rating schedule which would supposedly eliminate the 
need for that benefit. The current policy as enunciated by 38 CFR §3.340 states, 
“[T]otal disability will be considered to exist when there is present any impairment 
of mind or body which is sufficient to render it impossible for the average person 
to follow a substantially gainful occupation.” This policy is fair and consistent with 
the non-adversarial nature of the VA claims process. Therefore, this policy should 
not be altered. 

38 CFR § 4.16b states: 

(b) It is the established policy of the Department of Veterans Affairs that 
all veterans who are unable to secure and follow a substantially gainful oc- 
cupation by reason of service-connected disabilities shall be rated totally 
disabled. 

The bottom line is that veterans who are unable to work due to service-connected 
disability should be compensated at the 100 percent-level, whether it be based on 
a scheduler evaluation (either single service-connected disability or a combined 
scheduler evaluation) or based on Individual Unemployability. This has been a long- 
standing VA policy and we see no need to change it. See 38 CFR §3.340. 

Recommendation 7-6 (Chapter 7, Section III.2) 

Congress should increase the compensation rates up to 25 percent as an 
interim and baseline future benefit for loss of quality of life, pending devel- 
opment and implementation of quality of life measure in the Rating Sched- 
ule. In particular, the measure should take into account the quality of life 
and other non-work related effects of severe disabilities on veterans and 
family members. 

American Legion Position: The American Legion supports an increase in com- 
pensation benefits to adequately account for a service-connected disability’s impact 
on a veteran’s quality of life. Before any change is made, however, we would like 
to carefully analyze how this would impact special monthly compensation, which is 
based in part on loss of quality of life. 

Recommendation 7-8 (Chapter 7, Section III.2) 

Congress should consider increasing special monthly compensation 
(SMC), where appropriate, to address the more profound impact on quality 
of life by disabilities subject to special monthly compensation and review 
ancillary benefits to determine where additional benefits could improve a 
disabled veteran’s quality of life. 

American Legion Position: The American Legion fully supports increasing spe- 
cial monthly compensation to address profound impacts on quality of life for disabil- 
ities subject to SMC as well as reviewing ancillary benefits for the purpose of deter- 
mining where additional benefits could improve a disabled veteran’s quality of life. 

Recommendation 7-12 (Chapter 7, Section V.3) 

VA and DoD should realign the disability evaluation process so that the 
Services determine fitness for duty, and servicemembers who are found 
unfit are referred to VA for disability rating. All conditions that are identi- 
fied as part of a single, comprehensive medical examination should be 
rated and compensated. 

American Legion Position: The American Legion has long been concerned with 
low disability ratings issued by the military’s disability evaluation system and we 
fully support limiting the military’s role to determination of fitness while leaving 
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the rating process to VA. However, we do have concerns as to how this extra work 
for the VA would be funded. 

Recommendation 7-13 (Chapter 7, Section VI) 

Congress should enact legislation that would bring the ancillary and spe- 
cial purpose benefits to levels originally intended considering cost of living 
and provide for annual adjustments to keep pace with the cost of living. 

American Legion Position: This recommendation is appropriate as ancillary 
and special purpose benefits, as reflected in the VDBC’s report, have not been ad- 
justed to keep pace with cost of living changes resulting in the failure of the benefits 
to fulfill their intended purposes. 

Recommendation 8-2 (Chapter 8, Section III.1B) 

Congress should eliminate the Survivor Benefit/Dependency and Indem- 
nity Compensation offset for survivors of retirees and in-service deaths. 

American Legion Position: The American Legion fully supports this rec- 
ommendation. 

Recommendation 9-1 (Chapter 9, Section II.6.A.b) 

Improve claims cycle time by: 

Establishing a simplified and expedited process for well documented 
claims, using best business practices and maximum feasible use of informa- 
tion technology; and Implementing an expedited process by which the 
claimant can state the claim information is complete and waive the time 
period (60 days) allowed for further development. 

Congress should mandate and provide appropriate resources to reduce 
the VA claims backlog by 50 percent within 2 years. 

American Legion Position: While we are fully supportive of initiatives to expe- 
dite the claims process and reduce the claims backlog, The American Legion, how- 
ever, is not supportive of imposing arbitrary deadlines to reduce the claims backlog 
because experience has shown that such production driven efforts have a tendency 
to sacrifice quality for quantity, resulting in more errors and, ultimately, an in- 
crease in appeals. Additionally, while we support an expedited process to grant ben- 
efits, compliance with statutory duties to assist and notify must be fully complied 
with in claims in which benefits would be denied. An immediate reduction in the 
backlog could be accomplished by VA management encouraging VA raters to grant 
benefits when there is sufficient evidence in the record rather than developing the 
record to support a denial. 

Recommendation 10-11 (Chapter 10, Section VTI) 

VA and DoD should expedite development and implementation of com- 
patible information systems including a detailed project management plan 
that includes specific milestones and lead agency assignment. 

American Legion Position: The American Legion supports this recommenda- 
tion. 

Recommendation 11-1 (Chapter 11) 

Congress should establish an oversight group to ensure timely and effec- 
tive implementation of the Commission’s recommendations. This group 
should be co chaired by VA and DoD and consist of senior representatives 
from appropriate departments and agencies. It is further recommended 
that the Veterans’ Affairs Committees hold hearings and require annual re- 
ports to measure and assess progress. 

American Legion Position: The American Legion has no objections to this rec- 
ommendation. We do, however, urge that this recommendation be amended to spe- 
cifically address VSO participation in this oversight process. 

Other Recommendations 

Recommendation 5-1 (Chapter 5, Section 1.1) 

Congress should change the character-of — discharge standard to require 
that when an individual is discharged from his or her last period of active 
service with a bad conduct or dishonorable discharge, it bars all benefits. 

American Legion Position: The American Legion strongly opposes this rec- 
ommendation. The Commission voted twice not to recommend a change to the cur- 
rent 30-year old policy that allows eligibility for VA benefits based on separate hon- 
orable periods of service. The VDBC finally decided on this position after a third 
vote of 8-4. We are disappointed in not only the recommendation, but also the na- 
ture in which the Commission arrived at its decision. 
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As noted in the VDBC’s report, it is clear from a review of the legislative history 
that Congress intended to liberalize the overly strict requirement of discharge under 
honorable conditions when it enacted the current “under conditions other than dis- 
honorable” standard in 1944. The current standard correctly and fairly acknowl- 
edges that those who were discharged for relatively minor offenses should not be 
barred from receiving veterans’ benefits. Congress’ intent was also clear when it 
amended the law in 1977 to allow an individual who was discharged under dishon- 
orable conditions, or conditions otherwise precluding basic eligibility, to receive VA 
benefits based upon a separate period of service if VA determined that the indi- 
vidual was discharged from the other period of service under conditions other than 
dishonorable or would have been discharged under conditions other than dishonor- 
able if not for reenlistment. 

Endorsing a change in the character of discharge standard where one period of 
service under other than honorable conditions would negate other periods of service 
that were under conditions other than dishonorable is both unfair and in direct con- 
flict with the intent of Congress when it enacted the current Character of Discharge 
standards. 

Recommendation 5-2 (Chapter 5, Section I.2.B) 

Maintain the present definition of line of duty: that servicemembers are 
on duty 24 hours a day, 7 days a week. 

American Legion Position: The American Legion fully supports this position 
and we are hopeful that the Commission’s recommendation regarding this issue will 
end further debate calling for a line of duty (LOD) definition that only covers inju- 
ries, diseases, or deaths incurred while performing military duties. 

The intent of Congress regarding the LOD definition and the equal treatment of 
all veterans, no matter how, when or where a service related condition was in- 
curred, is clearly expressed in the legislative history and current statutory provi- 
sions. Previous recommendations to limit the line of duty definition to only those 
disabilities that are a direct result of performance of military duties have not been 
acted on by Congress, despite large potential savings touted by the recommending 
agencies. The American Legion believes that there are very good reasons previous 
recommendations to limit or restrict the current LOD definition have not been im- 
plemented. First, there is the basic question of fairness. Limiting the line of duty 
definition to only those disabilities, deaths and illnesses incurred while actually per- 
forming one’s military duties, despite the fact that an active duty servicemember is 
considered, under the Uniform Code of Military Justice (UCMJ), to be on duty 24/ 
7 is inherently unfair and fundamentally wrong. Additionally, the message such a 
change would send to current servicemembers and prospective members would un- 
doubtedly have a negative impact on both recruitment and retention. Finally, the 
additional administrative costs and other burdens resulting from a change in the 
line of duty definition would offset any projected savings. 

Recommendation 5-3 (Chapter 4, Section I.2.B) 

Benefits should be awarded at the same level according to the severity 
of the disability, regardless of whether the injury was incurred or disease 
was contracted during combat or training, wartime or peacetime. 

American Legion Position: The American Legion fully supports this rec- 
ommendation. An injury, disease or death is just as debilitating and traumatic to 
an individual and his or her family no matter how the condition was incurred or 
where the veteran was at the time it was incurred. Making a distinction between 
combat and non-combat disabilities is fundamentally wrong and demeaning to the 
honorable service of all veterans. Moreover, implementing such a provision would 
add another level of complexity to an already overburdened and complex adjudica- 
tion system. 

Recommendation 5-4 (Chapter 5, Section I.3.B) 

Maintain the current reasonable doubt standard. 

American Legion Position: The reasonable doubt standard is the hallmark of 
VA’s non-adversarial disability compensation program and we fully support this rec- 
ommendation. 

Recommendation 5-5 (Chapter 5, Section I.4B) 

Age should not be a factor for rating service connection or severity of 
disability, but may be a factor in setting compensation rates. 

American Legion Position: The American Legion does not support the use of 
age for establishing entitlement to service connection or for determining severity of 
disability, nor do we support using age as a factor in setting compensation rates. 
Although we understand the reasoning behind the Commission’s recommendation 
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calling for age to be used as a factor in setting service-connected disability com- 
pensation rates, The American Legion maintains that compensation rates should be 
based on the severity of disability and should not be applied differently based on 
the age of the veteran. 

Recommendation 5-6 (Chapter 5, Section I.5B) 

Maintain the current standard of an unlimited time limit for filing an 
original claim for service connection. 

American Legion Position: The American Legion fully supports this rec- 
ommendation. Although we recognize that it is prudent for veterans to file service 
connection disability claims as soon as possible after separating from service, and 
we strongly encourage such action whenever possible, that option, for various rea- 
sons, is not always feasible. Therefore, if sufficient evidence to establish entitlement 
to service connection is submitted, the benefit sought should be awarded, regardless 
of how long after service the claim was filed. 

Recommendation 5-7 (Chapter 5, Section I.5B) 

DoD should require a mandatory benefits briefing to all separating mili- 
tary personnel, including Reserve and National Guard components, prior 
to discharge from service. 

American Legion Position: The American Legion fully supports this rec- 
ommendation. It is extremely important that separating members receive sufficient 
information regarding all VA benefits to which they may be entitled after separation 
from service. 

Recommendations 5-11, 5-12 & 5-14 (Chapter 5, Section II. 1) 
Recommendation 5-11 

The goal of the presumptive disability decisionmaking process should be 
to ensure compensation for veterans whose diseases are caused by military 
service and this goal must serve as the foundation for the work of the 
Science Review Board. The Committee recommends that the Science Re- 
view Board implement its proposed two-step process. [IOMRec.41 

Recommendation 5-12 

The Science Review Board should use the proposed four-level classifica- 
tion scheme, as follows, in the first step of its evaluation. A standard 
should be adopted for “causal effect” such that if there is at least as much 
evidence in favor of the exposure having a causal effect on the severity or 
frequency of a disease as there is evidence against, then a service-con- 
nected presumption will be considered. [IOMRec.5] 

• Sufficient: The evidence is sufficient to conclude that a causal relationship ex- 
ists. 

• Equipoise and Above: The evidence is sufficient to conclude that a causal re- 
lationship is at least as likely as not, but not sufficient to conclude that a causal 
relationship exits. 

• Below Equipoise: The evidence is not sufficient to conclude that a causal rela- 
tionship is at least as likely as not, or is not sufficient to make a scientifically 
informed judgment. 

• Against: The evidence suggests the lack of a causal relationship. 

Recommendation 5-14 

When the causal evidence is at Equipoise and Above, an estimate also 
should be made of the size of the causal effect among those exposed. 
[IOMRec.7] 

American Legion Position: The American Legion does not support these rec- 
ommendations because the “association” standard currently used in the presumption 
determination process is consistent with the non-adversarial and liberal nature of 
the VA disability claims process. Moreover, as is the case of the 1991 Gulf War, 
there is often a lack of specific or reliable exposure data. Due to improper record- 
keeping, resulting in a lack of reliable exposure data, during Operations Desert 
Shield/Storm, there is insufficient information to properly determine servicemember 
exposure to the numerous environmental and other hazards U.S. troops were ex- 
posed to in the Southwest Asia theater of operations during the war. A lack of such 
data would clearly diminish the value and reliability of a “causation” standard as 
recommended by the IOM. It should also be noted that despite its recommendation, 
the Commission stated that it was concerned that “causation rather than association 
may be too stringent” and encouraged further study of the matter. 
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Recommendation 7-15 (Chapter 7, section VIII.2) 

Lump sum payments should not be considered to compensate veterans 
for their disabilities. 

American Legion Position: The Commission thoroughly studied this issue and 
we are hopeful that this recommendation will put an end to future proposals in 
favor of lump sum payments. 

FILIPINO VETERANS’ BENEFITS 

The American Legion fully supports the Filipino Veterans Equity Act and has tes- 
tified in support of this legislation on a number of occasions for several years. The 
American Legion’s objection rests with how Congress plans to pay for larger bill that 
contains the Filipino Equity Act provision. In order to meet its PAY GO obligations, 
Congress plans to repeal the Hartness v. Nicholson decision. In fact, some Filipino 
veterans may very well benefit from the Hartness v. Nicholson decision; especially 
should the Filipino Veterans Equity Act become law. 

By repealing this decision, Congress would be denying one group of veterans (el- 
derly, disabled homebound) an earned benefit to give another group of veterans (the 
Filipino veterans and others) benefits. The American Legion believes it is wrong and 
sets an unacceptable precedence. 

There is nothing that would prevent Congress from next year, repealing the Fili- 
pino Equity Act to use that money to pay for some other group of veterans. Such 
a “rob Peter to pay Paul” scheme clearly dishonors and disrespects all veterans in- 
volved. Even worse, it pits veterans against veterans. 

In Hartness v. Nicholson, a veteran appealed a May 5, 2004, decision of the 
Board of Veterans’ Appeals that denied housebound (HB) benefits because VA deter- 
mined that the veteran did not meet either of the two alternative criteria for HB 
benefits: 

• he did not have a single disability rated 100 percent disabling combined with 
substantial confinement to the home; and 

• he did not have entitlement under the alternative basis a 100 percent-disability 
rating with an additional independently ratable 60 percent-disability. 

The Court of Appeals for Veterans Claims agreed held that a wartime veteran 
may be awarded housebound benefits if, in addition to being 65 years old, he or she 
has been rated at least 60 percent disabling or is considered permanently house- 
bound. Section 1513, Title 38, USC, currently benefits many wartime veterans from 
the “Greatest Generation” and other veterans from subsequent conflicts. 

The American Legion strongly supports the Filipino Veterans Equity Act, but can- 
not support this proposed PAYGO funding stream. The American Legion believes 
the sacrifice of these heroes warrants relief. Balancing the books on the backs of 
the very patriots that protected and defended this Nation is unconscionable. Con- 
gress must not make a grave mistake in the name of fairness, equality, or even fis- 
cal responsibility. 

We urge Congress to do what is right. It has other funding options — not just the 
repeal of Hartness v. Nicholson : 

• waive the budget rules, which Congress has already done to fund other bills; 
or 

• pass the Filipino Veterans Equity Act as part of an emergency supplemental ap- 
propriations. 


VETERANS MEMORIALS 
National Cemetery Administration 

The mission of The National Cemetery Administration (NCA) is to honor veterans 
with final resting places in national shrines and with lasting tributes that com- 
memorate their service to this Nation. The National Cemetery Administration’s mis- 
sion is to serve all veterans and their families with the utmost dignity, respect, and 
compassion. Every national cemetery should be a place that inspires visitors to un- 
derstand and appreciate the service and sacrifice of our Nation’s veterans. 

The American Legion recognizes NCA’s excellent record in providing timely and 
dignified burials to all veterans who opt to be buried in a national Cemetery. Equal- 
ly noteworthy is NCA’s fine record in providing memorial headstones, markers and 
Presidential Memorial Certificates (PMC) to all who request such benefits. We also 
recognize the hard work that is required to restore and maintain National Ceme- 
teries as national shrines and applaud NCA for its commitment and success toward 
that endeavor. 
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The American Legion looks forward to evaluation results and recommendations 
that VA is currently conducting, and which is expected to be available by the end 
of the 2008 calendar year. The evaluation will cover program outcomes and policies 
including the “75-mile service area/170,000 veteran population” threshold that cur- 
rently serves as the benchmark for establishing a new national cemetery. The Amer- 
ican Legion is pleased that driving (commuting) times will also be considered in this 
evaluation. Inner-city traffic can significantly increase travel times to distant ceme- 
teries. Driving time needs to be factored in when trying to determine if the veteran 
population is being served effectively. 

National Cemetery Expansion 

The requested overall budget for 2009 is $425 million, of which $181 million and 
1,603 full time equivalents (FTE) were requested for Operations and Maintenance, 
and $83.4 million for cemetery expansion and improvement. According to NCA’s own 
estimates in the President’s budget request for FY 2009, which is also warranted 
by the opening of new national cemeteries, annual interments will increase to 
111,000, a 10 percent rise from FY 2007. Interments in FY 2013 are expected to 
be about 109,000, a 9 percent-increase from FY 2007. The total number of graves 
maintained is also expected to increase during the planning timeframe from almost 
2.8 million in FY 2007 to over 3.3 million in FY 2013. 

NCA has only requested 6 additional FTEs to maintain its current 125 cemeteries 
and 30 FTEs to prepare for the activation of interment operations of six new na- 
tional cemeteries as directed by the National Cemetery Expansion Act of 2003, Pub- 
lic Law 108-109. NCA has to complete fast track parcels as part of Phase I con- 
struction of the new cemeteries in the following areas: Bakersfield, CA; Bir- 
mingham, AL; Columbia-Greenville, SC; Jacksonville, FL; Southeastern PA; and 
Sarasota County, FL. Full Phase I operations are underway in each cemetery now. 

Since it takes approximately 20 to 30 FTEs to run a national cemetery (depending 
on the size and workload); and whereas it takes 8 to 10 FTEs to run a newly opened 
cemetery (cemeteries are opened to interments long before completion of the full 
site) it seems reasonable to believe that at least 50 new employees would be needed 
to operate the 6 new cemeteries that NCA plans to bring online in FY 2008. It is 
likely that they will need the full 20 to 30 by FY 2009. The average employee salary 
with benefits is $67,000. 

The American Legion recommends that moneys for additional employees 
also be included in the FY 2010 budget. 

National Shrine Commitment 

Maintaining cemeteries as national shrines is one of NCA’s top priorities. This 
commitment involves raising, realigning and cleaning headstones and markers to 
renovate gravesites. Adequate funding is the key to maintaining this very important 
commitment. The American Legion supported NCA’s goal of completing the National 
Shrine Commitment within 5 years. VA assessed burial sections, roadways, build- 
ings, and historic structures and identified 928 potential improvement projects at 
an estimated cost of $280 million. With the addition of six new national cemeteries, 
of which five are included to be fast tracked between late 2008 and early 2009, and 
the opening of the sixth in mid-2009, resources will be strained. The American Le- 
gion recommends that $60 million be put toward the National Shrine Commitment 
in order to fulfill this commitment. 

The American Legion recommends $249 million for the National Ceme- 
tery Administration in FY 2010. 

State Cemetery Construction Grants Program 

VA’s State Cemetery Grants Program complements VA’s 126 national cemeteries 
across the country. The program helps states establish, expand or improve state vet- 
erans’ cemeteries. To date, the VA program has helped establish 66 veterans’ ceme- 
teries in 35 states, Saipan and Guam, which provided more than 22,000 burials in 
FY 2006. Since the program began in 1980, VA has awarded 156 grants totaling 
nearly $286 million. 

NCA received $32 million for the current fiscal year to be used to establish six 
new cemeteries (Abilene, TX; Des Moines, IA; Glennville, GA; Fort Stanton, NM; 
Missoula, MT; and Williamstown, KY) and to expand four others (Cheltenham, MD; 
Crownsville, MD; Jacksonville, NC; and Kona Coast, HI). Determining an “average 
cost” to build a new state cemetery or to expand an existing one is very difficult. 
Many factors influence cost, such as location, size and the availability of public utili- 
ties. 

The American Legion believes states will increasingly use the State Cemetery 
Grants Program to fill the needs of veteran populations that are still not well served 
by the “75-mile service area/170,000 veteran population” threshold that currently 
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serves as the benchmark for establishing a new national cemetery. New state ceme- 
teries, and expansions and improvements of existing cemeteries are therefore likely 
to increase. With increasing costs, especially the high costs of land in urban areas, 
and increased demand, The American Legion suggests that the amount of money 
for the State Cemetery Grants Program be substantially increased. 

The American Legion recommends $49 million for the State Cemetery 
Grants Program in FY 2010. 

NATIONAL ECONOMIC COMMISSION 
STATE APPROVING AGENCIES 

The American Legion is deeply concerned with the timely manner that veterans, 
especially returning wartime veterans, receive their education benefits. Annually, 
approximately 300,000 servicemembers (90,000 of them belonging to the National 
Guard and Reserve) return to the civilian sector and use their earned education 
benefits from the VA. Any delay in receipt of education benefits or approval of 
courses taken at institutions of higher learning can adversely affect a veteran’s life. 

S. 22, the Post-9/11 Veterans Education Assistance Act of 2008 is a new benefit 
providing educational assistance to individuals who served on active duty on or after 
September 11, 2001. This New GI Bill will be fully implemented by August 2009. 
The American Legion strongly supported the enhancements to the Montgomery GI 
Bill and is grateful that the House and Senate passed this bill. The President in 
turn signed this vital piece of legislation on June 30, 2008. This New GI Bill is well 
deserved for the men and women who have protected, sacrificed, and served our 
country honorably. 

The American Legion will continue to believe and support every effort to ensure 
that the GI Bill and related veterans’ education benefits are delivered without prob- 
lems or delays. Furthermore, veterans are unique, in that they volunteer for mili- 
tary service; therefore, these educational benefits are earned as the thanks of a 
grateful Nation. The American Legion believes it is a national obligation to provide 
timely oversight of veterans’ education programs to assure they are administered in 
a timely, efficient, and accurate manner. 

GAO report entitled “VA Student Financial Aid; Management Actions Needed to 
Reduce Overlap in Approving Education and Training Programs and to Assess State 
Approving Agencies” (GAO-07-384) focuses on the need to “ensure that Federal dol- 
lars are spent efficiently and effectively.” 

GAO recommends that VA should require State Approving Agencies (SAAs) to 
track and report data on resources spent on approval activities, such as site visits, 
catalog review, and outreach in a cost-efficient manner. The American Legion 
agrees. Additionally, GAO recommended that VA establish outcome-oriented per- 
formance measures to assess the effectiveness of SAAs efforts. The American Legion 
fully agrees. In response, VA Deputy Secretary Mansfield plans to establish a work- 
ing group with SAAs to create a reporting system for approval activities and develop 
outcome-oriented measures with a goal of implementation in the FY 2008 budget 
cycle. 

Finally, GAO recommended that VA should collaborate with other agencies to 
identify any duplicate efforts and use the agency’s administrative and regulatory au- 
thority to streamline the approval process. The American Legion agrees. VA Deputy 
Secretary Mansfield responded that VA would initiate contact with appropriate offi- 
cials at the Departments of Education and Labor to help identify any duplicate ef- 
forts. 

Section 301 of PL 107-330 created increases in the aggregate annual amount 
available for state approving agencies for administrative expenses from FY 2003- 
FY 2007 to the current funding level of $19 million. The American Legion fully sup- 
ports reauthorization of SAAs funding. 

The American Legion strongly recommends SAAs funding at $19 million 
to assure current staffing and activities in FY 2010. 

VOCATIONAL REHABILITATION AND EMPLOYMENT SERVICE (VR&E) 

The mission of the VR&E program is to help qualified, service-disabled veterans 
achieve independence in daily living and, to the maximum extent feasible, obtain 
and maintain suitable employment. The American Legion fully supports these goals. 
As a nation at war, there continues to be an increasing need for VR&E services to 
assist Operations Iraqi Freedom and Enduring Freedom veterans in reintegrating 
into independent living, achieving the highest possible quality of life, and securing 
meaningful employment. To meet America’s obligation to these specific veterans, VA 
leadership must focus on marked improvements in case management, vocational 
counseling, and — most importantly — -job placement. 
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The success of the rehabilitation of our severely disabled veterans is determined 
by the coordinated efforts of every Federal agency involved in the seamless transi- 
tion from the battlefield to the civilian workplace. Timely access to quality health 
care services, favorable physical rehabilitation, vocational training, and job place- 
ment play a critical role in the “seamless transition” of each veteran, as well as his 
or her family. 

Administration of VR&E and its programs is a responsibility of the VBA. Pro- 
viding effective employment programs through VR&E must become a priority. Until 
recently, VR&E’s primary focus has been providing veterans with skills training, 
rather than providing assistance in obtaining meaningful employment. Clearly, any 
employability plan that doesn’t achieve the ultimate objective — a job — is falling 
short of actually helping those veterans seeking assistance in transitioning into the 
civilian workforce. 

Vocational counseling also plays a vital role in identifying barriers to employment 
and matching veterans’ transferable job skills with those career opportunities avail- 
able for fully qualified candidates. Becoming fully qualified becomes the next logical 
objective toward successful transition. It is our observations from talking to vet- 
erans, counselors, Disabled Veteran Outreach Program Specialists (DVOPs) and 
Local Veteran Employment Representatives (LVERs) that it would be beneficial if 
VR&E counselors take on an additional duty of finding or assisting in employment 
of veterans. Because these counselors deal directly with veterans on a full time 
basis, as opposed to DVOPs and LVERs on a part time basis, they are more devoted 
and specialized in their approach to an individual veteran. These counselors may 
have input into the employability of a service-connected veteran, but The American 
Legion asserts that the VA must rely on an expert medical opinion from a qualified, 
competent physician to determine unemployability. 

We appreciate the significance of a vocational assessment in establishing entitle- 
ment to total disability ratings for compensation based on unemployability of the 
individual (TDIU) and we welcome the participation of a vocational or rehabilitation 
specialist in this process. However, a medical opinion is still extremely important 
in determining unemployability and must be given proper consideration and weight. 

INTERAGENCY COOPERATION BETWEEN DOL-VETS AND VA 

It is our experience that the interagency collaboration and communication be- 
tween the VR&E program, and the Department of Labor (DOL) Veterans Employ- 
ment and Training Service (VETS) is lacking. 

In recent years, many states did not refer veterans from the VR&E program to 
VETS for assistance in obtaining employment. Veterans with high-tech skills and 
advanced education were referred to expensive commercial placement agencies that 
do not specialize in employment assistance for veterans, and difficult to place vet- 
erans were sent to VETS. Therefore, to assist in the correction of these deficiencies 
a memorandum of understanding between VA and DOL was developed and signed 
in October 2005 stating that each agency would work for the smooth transition of 
veterans to the civilian workforce. This agreement is authorized in accordance with 
section 4102A (b) (3), title 38, U.S.C. 

In discussions with numerous VETS representatives across the country, The 
American Legion is hearing a variety of opinions on the current implementation 
process and progress of the MOU. Some states report a total lack of communication 
and information sharing while other states already enjoy a strong relationship be- 
tween the local VETS and VR&E Offices. 

A majority of VETS representatives contacted spoke of a markedly improved level 
of communication between the two agencies, along with other positive developments 
such as improvement in local data sharing and combined training on the local and 
national levels. In addition, national representatives from the two agencies are cur- 
rently reporting a close and cooperative relationship, and the expectation is that 
this relationship will continue to improve over time. 

In some states, however, it has been reported that the signing of the MOU has 
not led to an improvement in cooperation between the two agencies. Some problems 
cited were a difference in the perceptions of the primary mission, differing education 
levels of VA case managers and the DVOPs and LVERs, and the unenforceable 
mandate for the two agencies to communicate and cooperate on a local level. The 
DVOPs and LVERs are controlled by each individual state and have their own re- 
quirements, making a state and Federal program difficult to synchronize. 

Concerns such as education levels of VA’s case managers and DOL DVOPs and 
LVERs (case managers from the VA generally have BA or MA degrees while the 
DVOPs and LVERs require only a high school education), job philosophies, and per- 
formance standards are cited as problems that affect the delivery of employment 
and rehab services to veterans. 
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While poor coordination between VR&E counselors and their VETS counterparts 
has contributed to the shortfalls of the VR&E program, a number of states have 
begun to improve communications. The outlook is not completely negative. A major- 
ity of VETS representatives have commended their VR&E counterparts for their 
willingness to ensure the successful implementation of the joint MOU that is de- 
signed to improve rehabilitation, training and employment outcomes for disabled 
veterans. 

The American Legion recommends exploring possible training programs geared 
specifically for VR&E Counselors through the National Veterans Training Institute 
(NVTI). Contracting for standardized or specialized training for VR&E employees 
could very well strengthen and improve overall program performance. NVTI serves 
as a valuable resource for VETS employment specialists and has contributed to a 
marked improvement in VETS performance. 

Veterans’ preference should play a large role in job placement 

The Federal Government has scores of employment opportunities that educated, 
well-trained, and motivated veterans can fill given a fair and equitable chance to 
compete. Working together, all Federal agencies should identify those vocational 
fields, especially those with high turnover rates, suitable for VR&E applicants. Ca- 
reer fields like information technology, claims adjudications, and debt collection 
offer employment opportunities and challenges for career-oriented applicants that 
also create career opportunities outside the Federal Government. 

There are three ways veterans can be appointed to jobs in the competitive civil 
service: by competitive appointment through an OPM list of eligibles (or agency 
equivalent); by noncompetitive appointment under special authorities that provide 
for conversion to the competitive service; or, by Merit Promotion selection under the 
Veterans Employment Opportunities Act (VEOA). 

Provide military occupational skills and experience translation for civilian 
employment counseling 

The American Legion notes that due to the current demands of the military, 
greater emphasis on the Reserve component of the Armed Forces created employ- 
ment hardships for many Reservists. The American Legion supports amending Sec- 
tion 4101(5), title 38, USC, to add Subsection (D) to the list of “Eligible Persons” 
for Job Counseling, Training, and Placement Service for Veterans, to include mem- 
bers in good standing of Active Reserve and Guard Units of the Armed Forces of 
the United States who have completed basic and advanced Duty for Training 
(ACDUTRA) and have been awarded a Military Occupation Specialty. 

DoD provides some of the best vocational training in the Nation for its military 
personnel and establishes measures and evaluates performance standards for every 
occupation with the armed forces. There are many occupational career fields in the 
armed forces that can easily translate to a civilian counterpart. Many occupations 
in the civilian workforce require a license or certification. In the Armed Forces, 
these unique occupations are performed to approved military standards that may 
meet or exceed the civilian license or certification criteria. 

Upon separation, many former military personnel, certified as proficient in their 
military occupational career, are not licensed or certified to perform the comparable 
job in the civilian workforce, thus hindering chances for immediate civilian employ- 
ment and delaying career advancement. This situation creates an artificial barrier 
to employment upon separation from military service. 

A study by the Presidential Commission on servicemembers’ and Veterans’ Tran- 
sition Assistance identified a total of 105 military professions where civilian 
credentialing is required. The most easily identifiable job is that of a Commercial 
Truck Driver in which there is a drastic shortage of qualified drivers. Thousands 
of veterans must venture through each state’s laws instead of a single national test 
or transfer of credentials from the military. We have testified alongside members 
of the trucking industry to the U.S. House of Veterans’ Affairs Subcommittee on 
Economic Opportunity for the need for accelerated MGIB payments for these 
courses and other matters. 

The American Legion supports efforts to eliminate employment barriers that im- 
pede the transfer of military job skills to the civilian labor market, and supports 
efforts to DoD take appropriate steps to ensure that servicemembers be trained, 
tested, evaluated and issued any licensure or certification that may be required in 
the civilian workforce. The American Legion supports efforts to increase the civilian 
labor market’s acceptance of the occupational training provided by the military. 
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DEPARTMENT OF LABOR VETERANS EMPLOYMENT AND TRAINING 
SERVICE (DOL-VETS) 

The American Legion’s position regarding VETS programs is that this is and 
should remain a national program with Federal oversight and accountability. The 
American Legion is eager to see this program grow and especially would like to see 
greater expansion of entrepreneurial based, self-employment opportunity training. 
The mission of VETS is to promote the economic security of America’s veterans. 
This stated mission is executed by assisting veterans in finding meaningful employ- 
ment. The American Legion believes that by strengthening American veterans, we 
in turn strengthen America. Annually, DoD discharges approximately 300,000 serv- 
icemembers. Recently separated service personnel will seek immediate employment 
or increasingly have chosen some form of self-employment. In order for the VETS 
program to assist these veterans to achieve their goals, it needs to: 

• Improve by expanding its outreach efforts with creative initiatives designed to 
improve employment and training services for veterans; 

• Provide employers with a labor pool of quality applicants with marketable and 
transferable job skills; 

• Provide information on identifying military occupations that require licenses, 
certificates or other credentials at the local, state, or national levels; 

• Eliminate barriers to recently separated service personnel and assist in the 
transition from military service to the civilian labor market; 

• Strive to be a proactive agent between the business and veterans’ communities 
in order to provide greater employment opportunities for veterans; and 

• Increase training opportunities, support and options for veterans who seek self- 
employment and entrepreneurial careers. 

The American Legion believes staffing levels for DVOPs and LVERs should match 
the needs of the veterans’ community in each state and not be based solely on the 
fiscal needs of the state government. Such services will continue to be crucial as to- 
day’s active duty servicemembers, especially those returning from combat in Iraq 
and Afghanistan, transition into the civilian world. Education, vocational and entre- 
preneurial training and employment opportunities will enable these veterans to suc- 
ceed in their future endeavors. Adequate funding will allow the programs to in- 
crease staffing to provide comprehensive case management job assistance to dis- 
abled and other eligible veterans. 

Section 4103A, title 38 USC requires that all DVOP specialists shall be qualified 
veterans and preference be given to qualified disabled veterans in appointment to 
DVOP specialist positions, section 4104(a)(4), title 38 USC states: 

“[I]n the appointment of local veterans’ employment representatives on or 
after July 1, 1988, preference shall be given to qualified eligible veterans or 
eligible persons. Preference shall be accorded first to qualified service-con- 
nected disabled veterans; then, if no such disabled veteran is available, to 
qualified eligible veterans; and, if no such eligible veteran is available, then 
to qualified eligible persons.” 

The American Legion believes that the military experience is essential to under- 
standing the unique needs of the veteran and that all LVERs, as well as all DVOPs, 
should be veterans and should be additionally educated to be able to address the 
needs of veterans who desire entrepreneurial support. 

The American Legion also supports legislation that will restore language to Chap- 
ter 41, title 38, USC, that require that half time DVOP/LVER positions be assigned 
only after approval of the DVET, and that the Secretary of Labor would be required 
to monitor all career centers that have veterans on staff assigned. PL 107-288 has 
eliminated the requirement that DOL/VETS review all workforce centers annually 
and this has minimized Federal oversight of the programs since the ASVET has 
drastically cut funds allocated for this activity and established a policy that only 10 
percent of the centers operated under title 38, USC, will be reviewed, and PL 107- 
288 has removed the job descriptions of the DVOPs and LVERs from Title 38, USC, 
and given the states the ability to establish the duties and responsibilities, thus 
weakening the VETS program across the country by eliminating the language that 
required these staff positions provide services only to veterans. 

Veterans returning from Afghanistan, Iraq and other tours of duty are not always 
coming back to a hero’s welcome — at least from employers. The jobless rate for vet- 
erans between ages 18 to 24 was 12 percent in 2007, almost three times the na- 
tional unemployment rate of 4.6 percent. Numerous national publications have re- 
ported veterans are having a more difficult time finding jobs than non-veterans. Ac- 
cording to a recent national survey, one in five veterans said finding a job took 6 
months or longer; one in 10 said it took more than a year. The employment market 
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is tougher for young veterans. This is a major key reason why the funding for the 
VETS program is so critical. 

Veterans need proper training and tools to begin new careers after they leave 
military service. The VWIP account has only received $7.3 million in annual fund- 
ing, which has allowed the program to operate in only 11 states. This is absolutely 
unacceptable. There are thousands of veterans available for work, but they lack 
marketable, technological skills, especially for those jobs that exist in the Informa- 
tion Age economy. The problem is clearly a lack of adequate funding for veterans 
who are the only participants in this program. The budget baseline needs to in- 
crease to allow VETS to train eligible veterans in all 50 states in FY 2010. 

Make Transitional Assistance Program (TAP)/Disabled Transitional Assist- 
ance Program (DTAP) a Mandatory Program 

The American Legion is deeply concerned with the timely manner that veterans, 
especially returning wartime veterans, transition into the civilian sector. Annually, 
for the past 6 years, approximately 300,000 servicemembers, 90,000 of them belong- 
ing to the National Guard and Reserve, enter the civilian sector each year. 

DoD estimates that 68 percent of separating servicemembers attend the full TAP 
seminars and only 35 percent of the Reserve components attend. The American Le- 
gion believes this low attendance number is a disservice to all transitioning service- 
members, especially the Reserve component. Currently, numerous National Guard 
and Reserve troops have returned from the war in Iraq and Afghanistan only to en- 
counter difficulties with their Federal and civilian employers at home, and the num- 
ber of destroyed and bankrupt businesses due to military deployment is still being 
realized. 

In numerous cases brought to the attention of The American Legion by veterans 
and other sources, many of these returning servicemembers have lost jobs, pro- 
motions, businesses, homes, and cars and, in a few cases, become homeless. The 
American Legion strongly endorses the belief that servicemembers would greatly 
benefit by having access to the resources and knowledge that the Transitional As- 
sistance Program (TAP) and Disabled Transitional Assistance Program (DTAP) can 
provide and the TAP/DTAP program needs to update their program to recognize the 
large number of Guard and Reserve businessowners who now require training, in- 
formation and assistance while they attempt to salvage or recover from a business 
which they abandoned to serve their country. 

Any delay in reintegration into the civilian workforce can adversely affect a vet- 
eran’s life. Every effort should be made to ensure that veterans are afforded all the 
opportunities that this great country can offer without delay. 

The American Legion strongly supports the Transition Assistance Program and 
Disabled Transition Assistance Program. Additionally, The American Legion sup- 
ports that DoD require all separating, active-duty servicemembers, including those 
from Reserve and National Guard units, be given an opportunity to participate in 
Transition Assistance Program and Disabled Transition Assistance Program train- 
ing not more than 180 days prior to their separation or retirement from the Armed 
Forces. 

The DoD Transition Assistance Program (TAP) was designed to help smooth the 
transition of military personnel (and family members) leaving active duty. TAP is 
a partnership among DoD, DOL, and VA. The program consists of four components: 

1. DoD Preseparation Counseling; 

2. DOL Employment Workshops; 

3. VA Benefits Briefing; and 

4. Disabled Transition Assistance Program (DTAP). 

Once a servicemember has completed the four workshops above, they are eligible 
for one-on-one counseling and employment assistance training through their service. 
For demobilizing Guard and Reserve: DoD Preseparation Counseling, DOL Uni- 
formed Services Employment and Reemployment Rights Act (USERRA) Briefing, VA 
Benefits Briefing, and VA DTAP Briefing are provided on major military installa- 
tions by the Transition Assistance Offices. 

A new Web site designed to help all veterans was recently launched on June 11, 
2007. The “TurboTap” is intended to be a one-stop transition center but not to re- 
place the face-to-face interaction and the assistance that the full programs can pro- 
vide. 

Transition Assistance Program (TAP) Employment Workshops are provided to 
transitioning servicemembers at most military installations in the United States as 
well as in eight overseas locations. The two and one-half day employment workshops 
help servicemembers prepare a plan for obtaining meaningful civilian employment 
when they leave the military. The workshop focuses on skills assessment, resume 
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writing, job counseling and assistance, interviewing and networking skills, labor 
market information, and familiarization with America’s workforce investment sys- 
tem. 

Studies have shown that servicemembers who participate in TAP employment 
workshops find their first civilian jobs 3 weeks earlier than veterans who do not 
participate in TAP. According to DOL — VETS, it is estimated that about 65 percent 
of servicemembers leaving active duty do attend a TAP workshop. VETS is vital in 
ensuring that every TAP participant leaves the session with a draft resume, a prac- 
tice interview session, and having visited their state job board. 

DOL — VETS program is critical in supporting veterans as they transition from 
the military and into the private sector, assisting veterans to be awarded federal 
employment using their earned veterans preference, and assisting veterans to 
achieve substantially gainful employment. 

At the end of the Cold war, DoD dramatically downsized its personnel strength. 
In an attempt to assist separating servicemembers in making a successful transition 
back into the civilian workforce, Congress enacted PL 101-510 that authorized the 
creation of the TAP that provides separating servicemembers with 3 days of com- 
prehensive training with emphasis on such topics as networking, how to conduct a 
job search, resume writing, career decisionmaking, interview techniques, as well as 
current occupational and labor market conditions. 

VETS provide professional veterans’ employment personnel, DVOPs and LVERs, 
to participate in the TAP program. Higher demands placed on LVERs to deliver 
TAP modules, in addition to their normal employment assistance programs, has the 
potential for weakening their overall capability. 

To ensure that all veterans, both transitioning and those looking for employment 
assistance well past their discharge, receive the best care; the DOL- VETS program 
must be adequately funded. However, we feel that the current funding levels are 
inadequate. 

On the contrary to the demands placed upon VETS, funding increases for VETS 
since 9/11 do not reflect the large increase in servicemembers requiring these serv- 
ices due to the Global War on Terror. In support of this fact, the inflation rate from 
January 2002 to January 2007 is 14.29 percent and yet for State Grants alone, 
funding has only increased a meek 1.19 percent (§158 million to $161 million). 

More services and programs are needed and yet since 2002 the VETS program 
has only received a modest 4 percent-increase. Transition assistance, education, and 
employment are each a pillar of financial stability. They will prevent homelessness, 
afford the veteran to compete in the private sector, and allow our Nation’s veterans 
to contribute their military skills and education to the civilian sector. 

By placing veterans in suitable employment sooner, the country benefits from in- 
creased income tax revenue and reduced unemployment compensation payments, 
thus greatly offsetting the cost of TAP training. The necessity and severity of the 
situation is now. 

The American Legion recommends $352 million to DOL-VETS for FY 

2010. 

MILITARY OCCUPATIONAL SPECIALTY TRANSITION (MOST) PROGRAM 

The American Legion supports the new legislation, H.R. 6221 that will authorize 
$60 million for the next 10 years to fund the servicemembers’ Occupational Conver- 
sion and Training Act (SMOCTA). SMOCTA is a training program developed in the 
early 1990’s for those leaving military service with few or no job skills transferable 
to the civilian marketplace. SMOCTA has been changed to the Military Occupa- 
tional Specialty Transition (MOST) program, but the language and intent of the pro- 
gram still applies. 

If enacted, MOST would be the only Federal job training program available strict- 
ly for veterans and the only Federal job training program specifically designed and 
available for use by state veterans’ employment personnel to assist veterans with 
barriers to employment. 

Veterans eligible for assistance under MOST are those with a primary or sec- 
ondary military occupational specialty that DoD has determined is not readily 
transferable to the civilian workforce or those veterans with a service-connected dis- 
ability rating of 30 per cent or higher. MOST is a unique job training program be- 
cause there is a job waiting for the newly trained veteran upon completion of train- 
ing so that they can continue to contribute to the economic well-being of the Nation. 

In March 1993, DoD, VA, and DOL signed a Memorandum of Understanding 
(MOU), which defined their roles and responsibilities in the implementation of 
SMOCTA and DoD provided funding for SMOCTA. The VA and DOL were respon- 
sible for administering the program. Many LVERs and DVOPs publicly praised the 
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effectiveness of this program because it successfully returned veterans to the civil- 
ian workforce. 

The American Legion recommends reauthorization of SMOCTA (now 
MOST) and adequate funding for the program. 

Employment 

DVOPs provide outreach services and intensive employment services to meet the 
employment needs of eligible veterans, with priority to disabled veterans and special 
emphasis placed on those veterans most in need. LVERs conduct outreach to local 
employers to develop employment opportunities for veterans, and facilitate employ- 
ment, training and placement services to veterans. In particular, many LVERs are 
the facilitators for the Transition Assistance Program employment workshops. 

There are inadequate appropriations to several states because of policies and 
practices that cause these states to receive fewer positions and/or less funding. This 
procedure caused a deterioration of the available services provided to veterans in 
those states, and adversely impacts the level of services provided. 

HOMELESSNESS (DOL— VETS) 

The American Legion notes that there are approximately 154,000 homeless vet- 
erans on the street each night. This number, compounded with 300,000 servicemem- 
bers entering the private sector each year since 2001 with at least a third of them 
potentially suffering from mental illness, requires that intensive and numerous pro- 
grams to prevent and assist homeless veterans are available. 

Homeless Veterans Reintegration Program (HVRP) is a competitive grant pro- 
gram. Grants are awarded to states or other public entities and non-profits, includ- 
ing faith-based organizations, to operate employment programs that reach out to 
homeless veterans and help them become gainfully employed. The purpose of the 
HVRP is to provide services to assist in reintegrating homeless veterans into mean- 
ingful employment within the labor force and to stimulate the development of effec- 
tive service delivery systems that will address the complex problems facing vet- 
erans. HVRP is the only nationwide program focused on assisting homeless veterans 
to reintegrate into the workforce. 

The American Legion recommends $40 million for this highly successful 
grant program in FY 2010. 

TRAINING 

The National Veterans’ Employment and Training Services Institute (NVTI) was 
established to ensure a high level of proficiency and training for staff that provide 
veterans employment services. 

NVTI provides training to Federal and state government employment service pro- 
viders in competency based training courses. Current law requires all DVOPs and 
LVERs to be trained within 3 years of hiring. We believe that these personnel 
should be trained within 1 year. 

The American Legion recommends $6 million of funding for NVTI in FY 

2010. 

Veterans Workforce Investment Program (VWIP) 

VWIP grants support efforts to ensure veterans’ lifelong learning and skills devel- 
opment in programs designed to serve the most-at-risk veterans, especially those 
with service-connected disabilities, those with significant barriers to employment, 
and recently separated veterans. The goal is to provide an effective mix of interven- 
tions, including training, retraining, and support services, that lead to long term, 
higher wages and career potential jobs. 

The American Legion recommends funding of $20 million for VWIP in FY 

2010. 

EMPLOYMENT RIGHTS AND VETERANS’ PREFERENCE 

The Uniformed Services Employment and Reemployment Rights Act (USERRA) 
protects the civilian job rights and benefits of veterans and members of the armed 
forces, including National Guard and Reserve members. USERRA also prohibits em- 
ployer discrimination due to military obligations and provides reemployment rights 
to returning servicemembers. VETS administers this law, conducts investigations 
for USERRA and Veterans’ Preference cases, as well as conducts outreach and edu- 
cation, and investigates complaints by servicemembers. 

Since September 11, 2001, nearly 600,000 National Guard and Reserve members 
have been activated for military duty. During this same period, DOL — VETS have 
provided USERRA assistance to over 410,000 employers and servicemembers. 

Veterans’ Preference is authorized by the Veterans’ Preference Act of 1944. The 
Veterans’ Employment Opportunity Act (VEOA) 1998 extended certain rights and 
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remedies to recently separated veterans. VETS were given the responsibility to in- 
vestigate complaints filed by veterans who believe their Veterans’ Preference rights 
have been violated and to conduct an extensive compliance assistance program. 

Veterans’ Preference is being unlawfully ignored by numerous agencies. Whereas 
figures show a decline in claims by veterans of this conflict compared to Gulf War 
I, the reality is that employment opportunities are not being broadcast. Federal 
agencies as well as subcontractors are required by law to notify OPM of job opportu- 
nities but more often than not these vacancies are never made available to the pub- 
lic. The VETS program investigates these claims and corrects unlawful practices. 

The American Legion recommends funding of $61 million for Program 
Management that encompasses USERRA and VEOA in FY 2010. 

The American Legion also supports the strongest Veterans’ Preference laws pos- 
sible at all levels of government. We believe that the evidence compiled in this re- 
port will show the current state of enforcing the Uniformed Services Employment 
and Reemployment Rights Act (USERRA) and Veterans’ Preference laws to the Na- 
tion’s veterans. 

The American Legion is deeply concerned with the protection of the veteran and 
the prevention of illegal and egregious hiring practices. Currently, veterans are fil- 
ing claims after the non-compliance employment event occurred and therefore may 
become financially disadvantaged. Concurrent measures and continuous oversight 
must be emplaced to protect veterans from unfair hiring practices, not just reac- 
tionary investigations. 

The following paragraphs are the perceived steps taken by the Federal Govern- 
ment to protect veterans’ employment and it demonstrates reactionary measures to 
assist veterans that may take months to resolve. Many veterans give up or do not 
file complaints because they must seek employment elsewhere or face serious finan- 
cial difficulties. 

The Office of Personnel Management (OPM) administers entitlement to Veterans’ 
Preference in employment. DOL, through VETS, provides assistance to all persons 
having claims under USERRA. DOL is the enforcement authority for USERRA, and 
it processes all formal complaints of violations of the law. The veteran may then 
request that the Department of Justice (DoJ) litigate on their behalf but only after 
a certain period has passed. 

The following excerpt is from the DoJ Web site (www.usdoj.gov): 

“If VETS is unsuccessful in resolving the complaint, the claimant may re- 
quest that VETS refer the complaint to Office of Special Counsel (OSC). If 
the Special Counsel believes there is merit to the complaint, OSC will ini- 
tiate an action before the Merit Systems Protection Board (MSPB) and ap- 
pear on behalf of the claimant. 

“The DoJ is responsible for enforcing the provisions of the USERRA against 
state and local government employers and private employers. If the Depart- 
ment of Justice takes your case, it will serve as your attorney if you work 
for a private employer or a local government. If you work for a state govern- 
ment, the Department of Justice may bring a lawsuit in the name of the 
United States.” 

The DoJ Web site continues to state: 

“USERRA authorizes the Department of Justice Office of Special Counsel 
(OSC) to investigate alleged violations of the act by Federal Executive 
Agencies, and to prosecute meritorious claims before the Merit Systems 
Protection Board on behalf of the aggrieved person. Under the Veterans 
Employment Opportunities Act 1998 (VEOA), in order to seek corrective ac- 
tion, a preference eligible [veteran] is to file a written complaint with the 
U.S. Department of Labor, Veterans Employment and Training Service 
(VETS), within 60 days of the alleged violation. If the Secretary is unable 
to resolve a complaint within 60 days, the Secretary is to provide notifica- 
tion of an unsuccessful effort to resolve the complaint to the complainant.” 

The American Legion reiterates its position that protection of veterans’ employ- 
ment rights should be concurrent and continuous oversight must be emplaced to 
protect veterans from unfair hiring practices, not just reactionary investigations and 
lawsuits. We further state that the veteran must be protected at the onset of the 
hiring process, especially because corrective actions to remedy the veteran’s plight 
are not guaranteed. 

Finally, we recommend to this Committee that the DoJ provide a detailed descrip- 
tion of tbeir veterans’ employment activities. 
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Veterans’ Preference 
Cases 

FY 2006 

FY 2007 

Cases Carried over 
from previous FY 

67 

29 

Cases Opened 

479 

427 

Total cases 

546 

456 

Cases Closed 

517 

406 

Cases carried to next 

FY 

29 

50 


FY 2006 

In 2006, VETS staff closed 1,377 USERRA complaints, recovering $2,346,142.04 
in lost wages and benefits. 

FY 2007 

In 2007, VETS staff closed 1,200 USERRA complaints, recovering $1,886,572.95 
in lost wages and benefits. 

VETERAN AND SERVICE DISABLED VETERAN OWNED BUSINESSES 

The American Legion views small businesses as the backbone of the American 
economy. It is the driving force behind America’s past economic growth and will con- 
tinue to be the major factor as we move further into the 21st century. Currently, 
more than nine out of every ten businesses are small firms, which produce almost 
one-half of the Gross National Product. Veterans’ benefits have always included as- 
sistance in creating and operating veteran-owned small businesses. 

The impact of deployment on self-employed Reservists is tragic with a reported 
40 percent of all businesses owned by veterans suffering financial losses and in 
some cases bankruptcies. Many small businesses have discovered they are unable 
to operate and suffer some form of financial loss when key employees (who are 
members of the Reserve component) are activated. The Congressional Budget Office 
in a report, “The Effects of Reserve Call-Ups on Civilian Employers,” stated that it 
“expects that as many as 30,000 small businesses and 55,000 self-employed individ- 
uals may be more severely affected if their Reservist employee or owner is acti- 
vated.” The American Legion is a strong supporter of the “Hope at Home Act of 
2007,” which is a bipartisan bill that would not only require the Federal Govern- 
ment to close the pay gap between their Reserves and National Guard servicemem- 
ber’s civilian and military pay but it would also provide tax credits up to $30,000 
for small businesses with servicemembers who are activated. 

Additionally, the Office of Veterans’ Business Development within the Small Busi- 
ness Administration (SBA) remains crippled and ineffective due to a token funding 
of $750,000 per year. This amount, which is less than the office supply budget for 
the SBA, is expected to support an entire Nation of veterans who are entrepreneurs. 
The American Legion feels that this pittance is an insult to American military vet- 
erans who are small businessowners; consequently, this undermines the spirit and 
intent of PL 106-50 and continues to be a source of embarrassment for this country. 

The American Legion strongly supports increased funding of the efforts of the 
SBA’s Office of Veterans’ Business Development in its initiatives to provide en- 
hanced outreach and specific community based assistance to veterans and self em- 
ployed members of the Reserves and National Guard. The American Legion also 
supports legislation that would permit the Office of Veterans Business Development 
to enter into contracts, grants, and cooperative agreements to further its outreach 
goals and develop a nationwide community-based service delivery system specifically 
for veterans and members of Reserve components of the United States military. 

The American Legion recommends $15 million in FY 2010 to enable to im- 
plement a nationwide community-based assistance program to veterans 
and self employed members of the Reserves and National Guard. 

THE NATIONAL VETERANS BUSINESS DEVELOPMENT CORPORATION 

Congress enacted the Veterans Entrepreneurship (TVC) and Small Business De- 
velopment Act 1999 (PL 106-50) to assist veterans and service-connected disabled 
veterans who own small businesses by creating the National Veterans Business De- 
velopment Corporation. Presently, the objectives of PL 106-50 (as originally envi- 
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sioned) are not being met at the present time due to the scope of the mission, staff- 
ing and funding requirements. 

The American Legion believes that with limited funding and staffing, TVC should 
not try to duplicate or replicate preexisting services such as those provided by the 
Small Business Development Centers (SBDC). The American Legion recommends 
that the resource-training centers that TVC is currently providing funding for be 
given to the jurisdiction of the SBA’s Veterans’ Development Office. 

The SBA’s Veterans’ Development Office is presently funding five such centers 
around the country and should be given the additional three. In addition, the SBA 
office should take on the responsibility of partnering with military and VA hospitals, 
TAPs, State Department of Veterans Affairs, Procurement technical Assistance Cen- 
ters, Military Family Support Centers, and VSOs to provide employment and entre- 
preneurship programs along with the addition of funding and necessary senior staff 
to oversee the implementation and development of such a program. 

TVC would operate more effectively acting as a liaison with existing associations 
of small businessowners and, by working with SBA programs, ensure the involve- 
ment of private and successful military alumni from the business community to help 
support SBA’s successful reintegration of veterans and Reserve component entre- 
preneurs into the private and public American marketplace. 

The American Legion also supports restructuring of the organization by 
replacing the current Chief Executive Officer position with a congression- 
ally appointed Director from the Senior Executive Service. That move 
would allow Congress greater oversight of expenditures and an enhanced 
ability to monitor performance. Restricting the role of the Board of Direc- 
tors to fundraising, marketing and branding which will serve to increase 
small business opportunities to veterans along with relieving board mem- 
bers with the challenges of operating such a national outreach initiative, 
with only the guidance of the Chief Executive Officer. 

The American Legion reiterates the SBA’s Office of Veterans’ Business Develop- 
ment should be the lead agency to ensure that veterans returning from Iraq and 
Afghanistan are provided with Entrepreneurial Development Assistance. Com- 
prehensive training should be handled by the SBA and augmented by TVC’s online 
training. Resource Training Centers should include DoD and VA faculties. Cur- 
rently, many military families are suffering financial hardship while their loved 
ones are recuperating in military hospitals around the country. Many spouses leave 
their jobs to be with that disabled servicemember only to watch their finances dete- 
riorate. Seamless transition in many cases is just a wishful thought; however, if 
business development training was offered to military members, a small home based 
business that is feasible could be the answer in guaranteeing a constant source of 
revenue for the family, in turn making them less dependent on the Federal Govern- 
ment. 

The American Legion has encouraged Congress to require reasonable “set-asides” 
of Federal procurements and contract for businesses owned and operated by vet- 
erans. The American Legion supported legislation in the past that sought to add 
service-connected disabled veterans to the list of specified small business categories 
receiving 3 percent set-asides. PL 106-50, “The Veteran Entrepreneurship and 
Small Business Development Act of 1999,” included veteran small businesses within 
Federal contracting and subcontracting goals for small businessowners and within 
goals for the participation of small businesses in Federal procurement contracts. It 
requires the head of each Federal agency to establish agency goals for the participa- 
tion by small businesses owned and controlled by service-connected disabled vet- 
eran, within that agency’s procurement contracts. 

Agency compliance with PL 106-50 has been minimal with only two agencies self- 
reporting that they have met their goals (the Department of Veterans Affairs and 
the Small Business Administration). In 2004, President Bush issued Executive 
Order 13360 to strengthen opportunities in Federal contracting for service-disabled 
veteran-owned businesses. 

Recommendations 

1. Incorporate Executive Order 13360 into SBA Regulations and Stand- 
ard Operating Procedures 

The American Legion endorses these recommendations given from the “SBA Advi- 
sory Committee on Veterans Business Affairs” FY 2006 SBA report: 

• “The SBA needs to reemphasize implementation of Executive Order 13360 and 
establish it as a Federal procurement priority across the entire Federal sector. 
Federal agencies need to be held accountable, by the SBA, for their imple- 
menting Executive Order 13360 and their progress toward the 3 percent-goal. 
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The SBA needs to establish a means to monitor agencies progress and where 
appropriate, establish a vehicle to report or otherwise identify those that are 
not in compliance, and pursue ongoing follow-up.” 

• “To achieve the SDVOSB procurement goal contained in Executive Order 13360, 
the SBA must identify all agencies affected by the Executive Order under the 
directive of Congress. Then the SBA should assist these agencies to develop a 
demonstrable, measured strategic plan and establish realistic reporting criteria. 
Once the information is received, disseminate this data to all agencies, Veterans 
Organizations and post on SBA Web site as a bellwether of program progress.” 

2. Change to Sole Source Contracting Methods 

“To provide parity among special emphasis procurement programs the SBA should 
take immediate, appropriate steps to promulgate regulations to revise 13 CFR 
125.20. The proposed revision would eliminate existing restrictions on the award of 
sole source contracts to SDVOSB such as the “Rule of Two”. The change should mir- 
ror 13 CFR 124.508(c) which applies to 8 (a) Program participants and states — .In 
order to be eligible to receive a sole source 8 (a) contract, a firm must be current 
participant on the date of the award — Accordingly, adopting this language would 
eliminate all restrictions on sole source awards to SDVOSBs.” 

3. Develop a User Friendly Veteran Procurement Database 

The American Legion also urges that the Federal Government and DoD utilize its 
available technology to create, fund and support a veteran procurement-spending 
database within the DoD that would finally bring veteran owned and service-dis- 
abled veteran owned businesses on equal footing with all other small business spe- 
cial interest groups when it comes to Federal procurement opportunities. 

HOME LOAN GUARANTY PROGRAM 

VA’s Home Loan Guaranty program has been in effect since 1944 and has af- 
forded approximately 18 million veterans the opportunity to purchase homes. The 
Home Loan programs offer veterans a centralized, affordable and accessible method 
of purchasing homes in return for their service to this Nation. The program has 
been so successful over past years that not only has the program paid for itself, but 
has also shown a profit in recent years. Administrative costs constitute a relatively 
small portion — less than 10 percent — of the total capital and operating costs. The 
predominant costs are claims costs and other costs associated with foreclosure and 
alternatives taken to avoid foreclosure. Each claim costs the Federal Government 
about $20,000. However, revenues that VA collects from different sources, including 
the funding fee that borrowers pay, property sales, and proceeds from acquired 
loans and vendee loans, offset this cost. 

The VA funding fee is required by law and is designed to sustain the VA Home 
Loan Program by eliminating the need for appropriations from Congress. Congress 
is not required to appropriate funding for this program; however, because veterans 
must now ‘buy’ in to the program, it no longer serves the intent of helping veterans 
afford a home. 

The fee, currently 2.15 percent on no-downpayment loans for a first-time use, is 
intended to enable the veteran who obtains a VA home loan to contribute toward 
the cost of this benefit, and thereby reduce the cost to taxpayers. The funding fee 
for second time users who do not make a downpayment is 3.3 percent. The idea of 
a higher fee for second time use is based on the fact that these veterans have al- 
ready had a chance to use the benefit once, and also that prior users have had time 
to accumulate equity or save money toward a down payment. 

The following persons are exempt from paying the funding fee: 

• Veterans receiving VA compensation for service-connected disabilities. 

• Veterans who would be entitled to receive compensation for service-connected 
disabilities if they did not receive retirement pay. 

• Surviving spouses of veterans who died in service or from service-connected dis- 
abilities (whether or no tsuch surviving spouses are veterans with their own en- 
titlement and whether or not they are using their own entitlement on the loan). 

The funding fee makes the VA Home Loan program less beneficial than compared 
to a standard, private loan, in some aspects. The current rate for mortgages (July 
2008) is 6.5 percent. The funding fee would be in addition to the rate given by the 
lender. A $300,000 loan would generate a fee in addition to any rate the veteran 
would achieve. The funding fee mandates the participant to buy in to the program; 
however that goes directly against the intention of the law, to provide veterans a 
resource for obtaining a home. 



139 


The American Legion believes that it is unfair for veterans to pay high funding 
fees of 2 to 3 percent, which can add approximately $3,000 to $11,000 for a first 
time buyer. The VA funding fee was initially enacted to defray the costs of the VA 
guaranteed home loan program. The current funding fee paid to VA to defray the 
cost of the home loan has had a negative effect on many veterans who choose not 
to participate in this highly beneficial program. 

Therefore, The American Legion strongly recommends that the VA fund- 
ing fee on home loans be reduced or eliminated for all veterans whether 
active duty, Reservist, or National Guard. 

Specially Adaptive Housing 

The American Legion is pleased to support the VA Secretary’s efforts to improve 
the housing arrangements to better suit disabled veterans’ needs, with specific em- 
phasis on severe burn injuries. The American Legion additionally applauds efforts 
to assist disabled veterans to receive adaptive equipment for automobiles. 

The American Legion conveys that specially adaptive housing should also include 
those veterans suffering from Traumatic Brain Injury (TBI), and other debilitating 
injuries. We are also concerned with the ambiguity of the term “severe” in that 
there are many different levels of injury where a severe injury to one individual 
may not be as severe to another. 

HOMELESS VETERANS 

The American Legion supports the efforts of public and private sector agencies 
and organizations with the resources necessary to aid homeless veterans and their 
families. The American Legion supports proposals that will provide medical, reha- 
bilitative and employment assistance to homeless veterans and their families. 

Homeless veteran programs should be granted full appropriations to provide sup- 
portive services such as, but not limited to outreach, health care, habilitation and 
rehabilitation, case management, daily living, personal financial planning, transpor- 
tation, vocational counseling, employment and training, and education. 

The American Legion applauds the VA, HUD, and the Senate Appropriations 
Committee for ensuring PL 110-161, the FY 2008 Consolidated Appropriations Act, 
included $75 million for the Department of Housing and Urban Development 
(HUD) — Veterans Affairs Supported Housing (VASH) program. This funding allowed 
HUD and VA to make up to 10,000 supportive incremental housing vouchers avail- 
able to homeless veterans. Looking ahead to FY 2009 funding for veterans perma- 
nent housing, HUD has requested another $75 million for up to 10,000 additional 
vouchers for the HUD-VASH program. The American Legion urges the Appropria- 
tions Members to support this amount in new legislation, and to double that amount 
in FY 2010. 

Veterans need a sustained coordinated effort that provides secure housing, nutri- 
tious meals, essential physical health care, substance abuse aftercare and mental 
health counseling, as well as personal development and empowerment. Veterans 
also need job assessment, training and placement assistance. The American Legion 
believes all programs to assist homeless veterans must focus on helping veterans 
reach their highest level of self-management. 

Homeless Providers Grant and Per Diem Program Reauthorization 

In 1992, VA was given authority to establish the Homeless Providers Grant and 
Per Diem Program under the Homeless Veterans Comprehensive Service Programs 
Act of 1992, PL 102-590. The Grant and Per Diem Program is offered annually (as 
funding permits) by the VA to fund community agencies providing service to home- 
less veterans. 

VA can provide grants and per diem payments to help public and nonprofit orga- 
nizations establish and operate supportive housing and/or service centers for home- 
less veterans. Funds are available for assistance in the form of grants to provide 
transitional housing (up to 24 months) with supportive services, supportive services 
in a service center facility for homeless veterans not in conjunction with supportive 
housing, or to purchase vans. 

The American Legion strongly supports increasing the funding level to 
$200 million annually for the Grant and Per Diem Program. 

VBA has 20 full-time and 37 part-time homeless veteran outreach coordinators to 
enhance prompt claims for homeless and at-risk veterans. VBA identified and expe- 
dited more than 21,000 claims from homeless veterans since 2003. Approximately 
44 percent of compensation claims and 77 percent of pension claims are approved 
annually. 

Health Care for Homeless Veterans (HCHV) sites provide outreach, physical and 
psychiatric treatment, referrals, and case management to homeless veterans. HCHV 
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staffs assist over 60,000 homeless veterans each year and place homeless veterans 
into community-based facilities under contract to local VA medical facilities. 

Domiciliary Care for Homeless Veterans Program (DCHV) operates 34 sites, with 
1,833 dedicated domiciliary beds, providing time limited residential treatment with 
long-term physical, psychological, and rehabilitative counseling and services includ- 
ing aftercare. This program annually provides residential treatment to nearly 5,200 
homeless veterans. 

Veterans Industries/Compensated Work Therapy Program (VI/CWT) offers voca- 
tional and rehabilitative services, ranging from evaluation and counseling to partici- 
pation in compensated work and vocational training. Since 1994 over 32,000 vet- 
erans have been successfully reintegrated into society as responsible members of the 
community through this program. 

Compensated Work Therapy/Transitional Residence (CWT/TR) program operates 
in 64 community-based locations (with a total of 469 operational beds), provides 
residences to disadvantaged, at risk, and homeless veterans, while they participate 
in the VI/CWT. Nearly 6000 veterans have been housed under this program. 

Homelessness impacts every community in the Nation. Approximately 200 com- 
munity-based veterans’ service organizations across the country have successfully 
reached homeless veterans through specialized programs. Veterans who participate 
in these programs have a higher chance of becoming productive citizens again. 

A full continuum of care — housing, employment training and placement, health 
care, substance abuse treatment, legal aid, and follow-up case management — de- 
pends on many organizations working together to provide services and adequate 
funding. The availability of homeless veteran services, and continued community 
and government support for them, depends on vigilant advocacy and public edu- 
cation efforts on the local, state and Federal levels. 

The FY 2007 Department of Veterans Affairs Community Homelessness Assess- 
ment, Local Education and Networking Groups (CHALENG) report estimates that 
approximately 154,000 veterans are homeless at any point in time. Prior reports 
state that one out of every three homeless men sleeping in doorways, alleys or boxes 
in our cities and rural communities has put on a uniform and served this country. 
According to the February 2007 Homeless Assessment Report to Congress (U.S. De- 
partment of Housing and Urban Development 2007), veterans represent 19 percent 
of all homeless people in America. 

For FY 2007, The VA Health Care for Homeless Veterans (HCHV) reports that 

68.000 homeless veterans are enrolled in their programs. Community-based organi- 
zations are attempting to assist the overwhelming remainder of veterans who are 
homeless. 

In addition to the complex set of factors affecting all homelessness (the extreme 
shortage of affordable housing, livable income, and access to health care), a large 
number of displaced and at-risk veterans live with lingering effects of Post Trau- 
matic Stress Disorder (PTSD), substance abuse, and a lack of family and social sup- 
port networks. Many times these veterans have mental health disorders related to 
their honorable service to their country, are unable to compensate for their condi- 
tion. They unfortunately deteriorate to unrecognizable individuals compared to their 
pre-military experience. 

Potential homeless veterans of Operation Iraq Freedom and Operation En- 
during Freedom (OIF/OEF) 

Some OIF/OEF veterans are at high risk of becoming homeless. Combat veterans 
of OIF/OEF and the Global War on Terror who need help — from mental health pro- 
grams to housing, employment training and job placement assistance — are begin- 
ning to trickle into the Nation’s community-based homeless veterans’ service organi- 
zations. Already stressed by an increasing need for assistance by post-Vietnam Era 
veterans and strained budgets, homeless services providers are deeply concerned 
about the inevitable rising tide of combat veterans who will soon be requesting their 
support. 

Since 9/11, nearly 800,000 American men and women have served or are serving 
in a war zone. Rotations of troops returning home from Iraq are now a common oc- 
currence. Military analysts and government sources say the deployments and repa- 
triation of combat veterans is unlike anything the Nation has experienced since the 
end of the Vietnam War. 

The signs of an impending crisis are clearly seen in VA’s own numbers. Under 
considerable pressure to stretch dollars, VA estimates it can provide assistance to 
about 100,000 homeless veterans each year, only 20 percent of the more than 

500.000 who will need supportive services. Hundreds of community-based organiza- 
tions nationwide struggle to provide assistance to as many of the other 80 percent 
as possible, but the need far exceeds available resources. 
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VA’s HCHV reports 1,049 OIF/OEF era homeless veterans with an average age 
of 33 years young. HCHV further reports that nearly 65 percent of these homeless 
veterans experienced combat. Now receiving combat veterans from Iraq and Afghan- 
istan daily, the VA is reporting that a high percentage of those casualties need 
treatment for mental health problems. That is consistent with studies conducted by 
VA and other agencies that conclude anywhere from 15 to more than 35 percent of 
combat veterans will experience some clinical degree of PTSD, depression or other 
psychosocial problems. 

Homeless Women Veterans and Children 

Homeless veterans’ service providers’ clients have historically been almost exclu- 
sively male. That is changing as more women veterans and women veterans with 
young children have sought help. Additionally, the approximately 200,000 female 
Iraq veterans are isolated during and after deployment making it difficult to find 
gender-specific peer-based support. Access to gender-appropriate care for these vet- 
erans is essential. 

More women are engaging in combat roles in Iraq where there are no traditional 
frontlines. In the past 10 years, the number of homeless women veteran has tripled. 
In 2002, the VA began a study of women and PTSD. The study includes subjects 
whose PTSD resulted from stressors that were both military and non-military in na- 
ture. Preliminary research shows that women currently serving have much higher 
exposure to traumatic experiences, rape and assault prior to joining the military. 
Other reports show extremely high rates of sexual trauma while women are in the 
service (20-40 percent). Repeated exposure to traumatic stressors increases the like- 
lihood of PTSD. Researchers also suspect that many women join the military, at 
least in part, to get away from abusive environments. Like the young veterans, 
these women may have no safe supportive environment to return to, adding yet 
more risk of homeless outcomes. 

CHALENG sites continue to report increases in the number of homeless veterans 
with families (i.e., dependent children) being served at their programs. It reports 
that 98 sites (71 percent of all sites) reported a total of 1,038 homeless veteran fami- 
lies seen. This was a 5 percent-increase over the previous year’s 989 homeless vet- 
eran families. (FY 2007 VA CHALENG report) 

Homeless veteran service providers recognize that they will have to accommodate 
the needs of the changing homeless veteran population, including increasing num- 
bers of women and veterans with dependents. Access to family housing through the 
distribution of the thousands of new section 8 vouchers that will be made available 
through the HUD-VASH program will offer an important new resource allowing VA 
staff to assist the veteran and her family. 

The American Legion supports adequate funding for all domiciliary programs for 
all qualified veterans. More women veterans and women veterans with young chil- 
dren have sought help. Additionally, the approximately 200,000 female Iraq vet- 
erans are isolated during and after deployment making it difficult to find gender- 
specific, peer-based support. Access to gender-appropriate care for these veterans is 
essential. 


SUMMARY 

The American Legion appreciates the strong relationship we have developed with 
both Committees. With increasing military commitments worldwide, it is important 
that we work together to ensure that the services and programs offered through VA 
are available to the new generation of American servicemembers who are returning 
home. 

The American Legion is fully committed to working with each of you to ensure 
that America’s veterans receive the entitlements they have earned. Whether it is 
improved accessibility to health care, timely adjudication of disability claims, im- 
proved educational benefits or employment services, each and every aspect of these 
programs touches veterans from every generation. Together we can ensure that 
these programs remain productive, viable options for the men and women who have 
chosen to answer the Nation’s call to arms. 
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Statement of Hon. Harry E. Mitchell, 
a Representative in Congress from the State of Arizona 

Chairman Filner, thank you for calling this hearing, and thank you Secretary 
Shinseki for your willingness to appear before the Committee again today. Thank 
you also to the Veterans Service Organizations for agreeing to testify. 

The task of examining the Administration’s Budget and crafting the Congres- 
sional Budget should be a little easier this year. For the first time in the history 
of The Independent Budget — which is drafted by veterans for veterans — the Admin- 
istration’s proposal has exceeded the requests made by the veteran community. 

According to the Administration, the 11 percent-increase in discretionary funding 
is aimed at bringing 500,000 Priority 8 veterans into the VA health care system, 
ensuring that the new GI Bill is ready and active for the 2009 school year, and 
reaching out to veterans in need. Many of my constituents and colleagues have 
raised concerns about a proposal that would collect medical fees from veterans with 
service-connected disabilities, but with this exception, I believe the Administration’s 
budget outline is headed in the right direction. 

As the Administration finalizes the details of its budget proposal, I wish to high- 
light two issues that I hope will be addressed. 

We are all troubled by a startling spike in traumatic brain injury and post-trau- 
matic stress disorder. About one-fifth of all combat casualties include TBI, and 
roughly the same proportion of troops will develop PTSD after returning from com- 
bat. Recently, I met with a young veteran from Arizona who suffers from PTSD, and 
he has been through the ringer at the VA, trying to get the mental health care he 
needs. He is working as hard as he can to recover, but he’s been through four or 
five jobs, a couple attempts at college, and he’s fighting to keep his second marriage 
together. His long-term success is by no means assured, so we must assure him that 
the service and benefits he needs will be there when he needs them. 

I also expect increased transparency as the VA drafts its Priority List of Pending 
State Home Construction Grant Applications for FY 2010. This year, two facilities 
in one state received approximately $140 million of the $175 million available na- 
tionwide. While some states may have more pressing needs than others, I hope that 
the rationale for budgeting these funds will be made clear in FY 2010. 

Thank you again to all of our witnesses. I look forward to hearing your perspec- 
tive on the budget outlook for the VA in the coming fiscal year. 
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MATERIAL SUBMITTED FOR THE RECORD 

U.S. Department of Veterans Affairs 
The Secretary of Veterans Affairs 
Washington, DC 
April 20, 2009 


The Honorable Phil Roe 
U.S. House of Representatives 
Washington, DC 20515 

Dear Congressman Roe: 

At the March 10, 2009, House Veterans’ Affairs Committee hearing, you asked for 
the percentage of the budget going to care for World War II, Vietnam Veterans, and 
Veterans of other eras. 

The Fiscal Year (FY) 2008 table below provides a breakdown of obligation-based 
cost by combat, excluding state home patients and Readjustment Counseling. Please 
note these figures only include costs for Veteran care; costs for other beneficiaries 
(such as CHAMPVA) are not included, but amount to approximately 1 percent of 
VA’s health obligation-based cost. Also note Veterans may have served in multiple 
combat eras. However, 98 percent of Veterans have one period of service listed in 
their FY 2008 encounter records. The remaining Veterans have a period of service 
assigned consistent with their age. 


Vietnam 

46% 

Desert Storm 

6% 

World War II 

14% 

OEF/OIF 

3% 

Korea 

12% 

Pre-Korea 

1% 

Post- Vietnam 

12% 

Other* 

1% 

Post-Korea 

7% 

TOTAL 

100% 


* Includes categories that do not fit within remaining definitive categories. For example, a few records from 
World War I Veterans are included among others. 

Thank you for your and the Committee’s support of our mission. 


Sincerely, 

Eric K. Shinseki 


U.S. Department of Veterans Affairs 
The Secretary of Veterans Affairs 
Washington, DC 
April 20, 2009 


The Honorable Bob Filner 
Chairman 

Committee on Veterans’ Affairs 
U.S. House of Representatives 
Washington, DC 20515 

Dear Mr. Chairman Filner: 

At the March 10, 2009, House Veterans’ Affairs Committee hearing when you 
made comments about a transformative approach to the claims backlog, 

I responded that advocacy training can make a difference. 

Since that time the Veterans Benefits Administration (VBA) is obtaining con- 
tractor support to assist in developing a Veteran-focused strategy for improving cli- 
ent satisfaction and service delivery. VBA’s comprehensive approach includes collec- 
tion and analysis of customer satisfaction and other data and information; internal 
assessments of VBA’s client-services culture, processes, and issues; and development 
of training programs and other process improvements to increase client satisfaction. 

I look forward to working with you and the Committee in our common effort to 
meet the needs of Veterans who deserve the best care we can provide. 

Sincerely, 


Eric K. Shinseki 
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Committee on Veterans’ Affairs 
Washington, DC 
March 18, 2009 


The Honorable Eric K. Shinseki 
Secretary 

U.S. Department of Veterans Affairs 
810 Vermont Avenue, NW 
Washington, DC 20420 

Dear Secretary Shinseki 


In reference to our Committee hearing of March 10, 2009, I would appreciate your 
response to the enclosed additional questions for the record by close of business 
Wednesday, April 15, 2009. 

It would be appreciated if you could provide your answers consecutively on letter 
size paper, single spaced. Please restate the question in its entirety before providing 
the answer. 

Thank you for your cooperation in this matter. 


Sincerely, 


Steve Buyer 
Ranking Republican Member 


Questions for the Record 
The Honorable Steve Buyer 
Ranking Republican Member 
House Veterans’ Affairs Committee 

March 10, 2009 

U.S. Department of Veterans Affairs Budget Request for Fiscal Year 2010 

Question 1: I am concerned that the Administration’s out-year funding projec- 
tions could result in serious budget shortfalls for veterans’ health care. Considering 
among other things health care inflation and increased workloads due to the res- 
toration of health care eligibility for many priority 8 veterans, the drawdown in 
Iraq, and increased demand for VA health care from the economic downturn, please 
provide an explanation of how the funding levels were calculated for the VA in the 
out-years of FY 2011 through FY 2014. 

Response: The 2010 Budget is the first step in meeting the Presidential initiative 
to increase VA’s budget by $25 billion over the baseline over the next 5 years. The 
2010 Budget includes a large increase for the Department of Veterans Affairs (VA) 
to invest in improved quality care and services. While the currently projected out- 
year estimates show more modest growth, the Department will continue to evaluate 
its resource requirements annually to ensure full consideration of its funding needs 
in the budget planning process. 

Question 2: According to the budget information provided to the Committee for 
FY 2010, VA is expecting an unprecedented increase in collections. How does the 
Department anticipate reaching the goal? What efficiencies do you intend to estab- 
lish to reach these new collection goals? 

Response: The specific details of VA’s projected collections estimate for 2010 are 
still being finalized and will not be available until the detailed 2010 budget docu- 
ments are published. However, we are constantly improving businesses associated 
with collections. For example, the 2010 budget request makes investments in an ac- 
celerated implementation of the consolidated patient accounting centers, in critical 
training efforts for VA employees responsible for collections, and internal reviews 
to identify opportunities for improved collections efforts. Achieving the best results 
from our collections efforts is a priority, but VA understands that Congress shares 
that priority. The Department would welcome further discussions on how to con- 
tinue improving VA’s ability to increase collections. 

Question 3: The stimulus provided over a billion dollars for non-recurring main- 
tenance and energy projects at VHA. How much of the total funding will be allo- 
cated toward energy projects? Have the projects been identified? How many of these 
projects will include photovoltaic solar roofs? 



145 


Response: About $400 million of the $1 billion (40 percent) that Veterans Health 
Administration (VHA) received is allocated toward energy improvement and renew- 
able energy projects. VA has identified these projects. The Department is conducting 
feasibility studies at multiple sites and will then select the most beneficial projects 
based on the study results. Regarding solar photovoltaic (PV) systems, VA is assess- 
ing 31 sites and will select up to 8 sites to implement a solar PV project. VA antici- 
pates that most, if not all of these projects, will be rooftop solar PV systems. 

Question 4: For many years VA and DoD have told the Committee that signifi- 
cant progress is being made to provide a seamless transition for our servicemem- 
bers. While progress has been made, many servicemember transitions are still not 
seamless. How does your budget reflect this priority and what help do you need 
from Congress and DoD to make this a reality? 

Response: The seamless transition of servicemembers to civilian life is a priority 
for VA and the 2010 budget will ensure this remains a top priority. When the 2010 
budget is released it will present specifics on how the Department will advance its 
efforts both internally and with the Department of Defense (DoD), to help ensure 
that active duty services members’ transition to civilian life is smooth as possible. 
Some examples of key activities in support of the seamless transition goal are pre- 
sented below: 

Compensation & Pension: Based on the success of the Joint DoD/VA Disability 
Evaluation System (DES) pilot in the National Capital Region, VA and DoD agreed 
to expand the pilot to 20 additional sites across the Nation in 2009 to thoroughly 
test the new processes. Further expansion in 2010 is planned. 

VA will continue the following activities which help provide a seamless transition 
for our servicemembers: 

• Benefits delivery at discharge and quick start programs for those servicemem- 
bers who wish to file a claim while still on active duty. 

• Expedited processing of initial and reopened claims from seriously and very se- 
riously injured Veterans, as well as initial claims from all in-theater war Vet- 
erans and subsequent claims from Veterans claiming post traumatic stress dis- 
order. 

• Expanded outreach to newly discharged Veterans and Guard and Reserve per- 
sonnel. 

The Department will pursue information technology modernization efforts that 
support transition initiatives, including enhancements to VA and DoD data ex- 
change as well as integration of technologies to enable Veterans and other claimants 
to interact with VA in the same manner as the best private-sector service busi- 
nesses. 

Updating VA schedule for rating disabilities (VASRD) to reflect the best medical 
information, and the signature conditions associated with new conflicts, is a priority. 
New rating criteria for the assessment of traumatic brain injury (TBI) became effec- 
tive on October 23, 2008. The Veterans Benefits Administration (VBA) is processing 
claims from very seriously injured and seriously injured Operation Enduring Free- 
dom and Operation Iraqi Freedom (OEF/OIF) Veterans on a first priority basis. VBA 
also conducts priority claims processing for all returning theater Veterans and when 
post traumatic stress disorder (PTSD) is first claimed by OEF/OIF Veterans. 

Education: VA is conducting outreach activities to inform servicemembers and 
Veterans of the Post-9/11 GI Bill education benefit. As part of this outreach effort, 
VA identified approximately 2 million individuals who have been discharged, includ- 
ing recently discharged Veterans, with 30 days or more of service after September 
10, 2001. These individuals will receive a letter that explains the Post-9/11 GI Bill 
and provides them with information on electing and applying for the education ben- 
efit. While these initial letters will be sent in April 2009, subsequent direct mailings 
containing education benefit information will be sent to individuals on active duty 
throughout fiscal 2010. 

Insurance: The servicemembers’ Group Life Insurance Traumatic Injury Protec- 
tion (TSGLI) provides critical transition support for severely injured servicemembers 
and their families. TSGLI provides for payment to servicemembers who suffer a 
traumatic injury that results in a qualifying loss in the program. It helps service- 
members and their families with financial burdens associated with recovering from 
a traumatic injury as they transition into civilian life. A premium of $1 per month 
is charged to each servicemember insured under SGLI. This premium covers the ci- 
vilian incidence of such injuries. Any excess program costs above the premiums col- 
lected are paid by DoD. The administrative cost of processing TSGLI is covered 
under the administrative expenses of the Office of servicemembers’ Group Life In- 
surance (OSGLI). For these reasons, TSGLI has no impact on Insurance’s budget. 
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All discharged Veterans who had servicemembers’ Group Life Insurance (SGLI) 
in the military receive a series of mailings advising them of their right to convert 
the SGLI coverage to Veterans’ Group Life Insurance (VGLI). Since virtually all cur- 
rent servicemembers are enrolled in SGLI, virtually all new veterans are covered 
by these mailings. In addition, the Insurance Service staff conducts special outreach 
to recently separated servicemembers who have a military or VA disability rating 
of 50 percent or more. The purpose of this outreach (which is conducted by phone 
calls) is to ensure that separated servicemembers are aware of their eligibility for 
post-separation life insurance benefits, including the SGLI Disability Extension, 
VGLI, TSGLI, and Service-Disabled Veterans Insurance. The administrative costs of 
the mailing are paid by OSGLI, and there are minimal costs associated with the 
special outreach effort, so there is little impact on Insurance’s budget. 

Loan Guaranty: The Specially Adapted Housing (SAH) Program helps 
transitioning servicemembers and Veterans with certain permanent service con- 
nected disabilities adapt a home they already own, or buy or build a house and mod- 
ify it to meet their disability-related needs. The Department will continue the SAH 
program which provides valuable assistance to severely disabled Veterans. 

Vocational Rehabilitation & Employment: Vocational Rehabilitation & Em- 
ployment helps transitioning servicemembers through two programs: Chapter 36, 
Educational and Vocational (Ed/Voc) counseling and Coming Home to Work 
(CHTW). Ed/Voc counseling is available to servicemembers during the 6-month pe- 
riod prior to discharge and to Veterans during the 1-year period following discharge. 
Ed/Voc counseling services include academic and career counseling. VA will continue 
to provide appropriate Education and Vocational Rehabilitation counseling services 
to Veterans to help ease their transition from active military service to civilian life. 

The CHTW program is a cooperative effort with DoD that provides opportunities 
for servicemembers and OEF/OIF Veterans to obtain work experience, develop skills 
needed to transition to civilian employment, determine potential career opportuni- 
ties, and return to suitable, gainful employment. There is a CHTW coordinator in 
each of the 57 VA regional offices, with 13 of these positions being designated as 
unique, full-time positions to support this effort. The remaining 44 regional office 
positions are filled by vocational rehabilitation counselors who provide assistance as 
a collateral duty. 

Benefits Executive Council: VA gets support from DoD through the Benefits Ex- 
ecutive Council (BEC), the official forum for senior level interaction between the 
VBA and DoD. VBA’s program offices regularly report transition-related activities 
to the BEC. The transition-related activities are included in the budget of the appro- 
priate program office. 

Outreach: The Wounded Warrior Act (the FY 2008 National Defense Authoriza- 
tion Act, Public Law 110-181) called for joint outreach efforts to recovering service- 
members, Veterans, and their families. As a result, web-based applications, assist- 
ance centers, and direct outreach activities were developed. 

The web-based National Resource Directory provides information on services and 
resources available through: national, state and local government agencies; Vet- 
erans’ benefit, service, or advocacy organizations; professional provider associations; 
community and faith-based or non-profit organizations; academic institutions; and 
employers and philanthropic activities of business and industry. The Directory was 
developed jointly and is currently co-managed by DoD, VA, and the Department of 
Labor. 

The Yellow Ribbon Reintegration Program provides National Guard and Reserve 
members and their families with information about services throughout the entire 
deployment cycle. VA participates with representation on the advisory board and as- 
signment of a VA liaison within the program office. 

A compensation and benefits handbook was co-developed by DoD and VA to help 
servicemembers and their families navigate the DoD and VA systems. The handbook 
is available electronically or in book format. 

Information Technology as an Enabler: DoD and VA have taken the first cru- 
cial steps in creating a Joint Virtual Lifetime Electronic Record (VLER), as an- 
nounced by President Obama on April 9, 2009. Both Secretaries are dedicated to en- 
suring strong executive oversight with specific attention to the Interagency Program 
Office, mandated by NDAA 2008, on behalf of VA and DoD, to provide oversight for 
VA-DoD data sharing initiatives. The emerging vision for the VLER initiative is for 
all current and future servicemembers, Veterans, and eligible family members to 
have a VLER that will encapsulate all data necessary to uniquely identify them and 
ensure the delivery of care and benefits for which they are eligible. This proactive 
delivery begins upon oath of military service and continues beyond death to survivor 
benefits. 
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DoD and VA will develop workgroups to define the common services used by infor- 
mation processes in both Departments as well as the common functional processes 
within services unique to each Department. Joint DoD/VA efforts have already 
begun to define the data and business processes for this effort. The result will be 
an unprecedented unified data sharing between the two Departments. 

A MyeBenefits portal, currently under development, will provide individualized in- 
formation upon login for all servicemembers and Veterans. 


Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Honorable Eric K. Shinseki 
Secretary 

U.S. Department of Veterans Affairs 
810 Vermont Avenue, NW 
Washington, DC 20420 

Dear Mr. Secretary: 

In reference to our full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 


Sincerely, 


BOB FILNER 

Chairman 


Questions for the Record 
The Honorable Bob Filner 
Chairman 

House Committee on Veterans’ Affairs 
March 10, 2009 

U.S. Department of Veterans Affairs Budget Request for Fiscal Year 2010 

Question 1: The proposed 5-year discretionary budget increases for VA are rel- 
atively modest in the out-years, providing for an increase of about $1.5 billion, or 
3 percent, in each of the out-years. This compares to the 10 percent-increase pro- 
posed in the FY 2010 budget. This year marks a sharp departure from prior budgets 
such as last year’s budget submission which proposed cutting VA by $20 billion over 
5 years. In light of criticism from some quarters that these modest increases do not 
accurately reflect the funding needs of the VA in out-years, can you explain how 
these estimates were developed? 

Response: The 2010 Budget is the first step in meeting the Presidential initiative 
to increase the Department of Veterans Affairs’ (VA) budget by $25 billion over the 
baseline over the next 5 years. The 2010 Budget includes a large increase for the 
Department to invest in improved quality care and services. While the currently 
projected out-year estimates show more modest growth, the Department will con- 
tinue to evaluate its resource requirements annually to ensure full consideration of 
its funding needs in the budget planning process. 

Question 2(a): VA has seen record funding increases for medical care over the 
last few years and your budget request would seem to accommodate another record 
increase. While VA has enjoyed these record increases, the Committee has heard 
concerns raised by some local medical facilities that suggest these facilities are not 
seeing these increased resources in their budgets. Does this suggest a flaw in the 
current resource allocation system, or how VISN budgets are handled? 
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Response: The concerns expressed early in the fiscal year (FY) by the Veterans 
Integrated Service Networks (VISN) and medical centers were a matter of timing. 
The funds allocated by the Veterans Equitable Resource Allocation (VERA) process 
were released to the field within 2 weeks of enactment of the FY 2009 appropria- 
tion. However, a significant amount of centrally managed funding was not included 
in that initial allocation, including funding for prosthetics, clinical trainees, and 
State Veterans homes. In addition, funding for two new congressional initiatives, 
$250 million for rural health and $543 million for expanded enrollment of Priority 
Group 8 Veterans, required planning, analysis and preparation prior to allocation. 
The vast majority of these funds were allocated by January 2009. VA is committed 
to ensuring that sufficient funds reach critical points of care in a timely manner. 

Question 2(b): What plans does VA have to better control and account for health 
care spending while maintaining some level of flexibility to respond to local needs? 

Response: VA conducts monthly performance reviews of all its activities, includ- 
ing actual execution of budgets as compared to plans. In addition, the Veterans 
Health Administration (VHA) National Leadership Board, through its subordinate 
finance committee, reviews funding requirements and budget execution data in de- 
tail at least twice each month. A portion of the annual VHA appropriations are held 
in unallocated reserve each year, and are used at the discretion of the Under Sec- 
retary of Health to address emerging funding requirements from the field, as well 
as to provide funding for innovative proposals to improve health care services for 
our Nation’s Veterans. 

Question 3: The budget seems to include a proposal to shift the mandatory fund- 
ing for contract examinations for disability compensation eligibility to the discre- 
tionary side of the budget, specifically the General Operating Expenses account. Can 
you explain to the Committee the details of this proposal and the reasons for it and 
assure the Committee that this will not place an undue strain on the account that 
funds the claims processing system? 

Response: The proposed transfer of funding from the compensation and pension 
mandatory funding account to the General Operating Expense (GOE) account is 
based on an analysis of the spending. Specifically, the spending for medical exami- 
nations supports providing benefits, but is not itself a payment of benefits to Vet- 
erans. As a result, funding for these examinations more appropriately belongs in the 
discretionary operational account, GOE. 

Managing contract examination presents unique challenges whether funded from 
the mandatory or discretionary accounts. Sufficient funding for the examinations 
clearly must be provided to the Department. Moreover, Veterans Benefit Adminis- 
tration (VBA) already manages some contracted examinations through discretionary 
funding because an existing contract with MES Solutions is paid from that account. 
The current legislative authority for the MES Solutions contract, without further 
Congressional action to extend it, will expire at the end of 2010. 

VA is committed to the sound budgeting and management practices required to 
provide for the needs of our Veterans with regard to contract examinations. VA ana- 
lyzed three key factors before recommending this migration of funding source. The 
first and most critical factor is that use of contractors typically means a loss or less- 
ening of capacity for examinations through internal sources as our medical centers 
refocus resources to provide for more acute and chronic patient care. Second, if the 
need for examinations or the mix of examinations is underestimated or the re- 
quested funding is not provided, VA’s ability to provide needed examinations in a 
timely manner may be adversely affected. New legislation, new presumptive condi- 
tions, new outreach efforts, or new case law may result in an unanticipated in- 
creased caseload. Finally, the growth in the cost of examinations, as with health 
care generally, could exceed the budgeted discretionary funding increase. However, 
these factors are inherent across the core services that VA provides for Veterans. 
We are monitoring for precisely these kinds of events so that we will not be caught 
off guard, and will be able to adjust funding strategies as necessary. 

Question 4(a): The budget highlights investments in better technology to deliver 
services and benefits to Veterans. There have been concerns over the adequacy of 
previous VA budget requests for IT spending and the speed with which the VA was 
reforming its efforts. Can you provide an update to the Committee as to the Depart- 
ment’s efforts in this area and whether you feel confident that when the IT account 
level is established it will be sufficient to meet the requirements mandated by Con- 
gress? 

Response: VA’s goal is to build modern information technology (IT) systems that 
will move us into the 21st century, enabling the delivery of the highest quality 
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health care and services to our Veterans. This can only be done with a modern IT 
infrastructure, a high performing IT workforce, and a state-of-the-art information 
system in health care and benefits that will be flexible enough to meet both existing 
and emerging service delivery requirements. With the FY 2010 IT funding request, 
VA will develop an interagency interoperability plan with the Department of De- 
fense (DoD), with the goal of improving patient safety and care; expedite benefit 
claims processing; automate the educational benefits assistance system to handle 
the expanded benefits passed in the Post 9/11 Veterans Educational Assistance Act 
of 2008; continue to develop financial and logistics integrated technology as the next 
generation core financial management system; and strengthen our IT workforce as 
well as our aging and fragile IT infrastructure. 

The budget increase we are requesting for FY 2010 recognizes that IT touches all 
aspects of VA operations. IT provides standard equipment of desktop computers, 
laptops, printers, phone systems, network connections through regional servers, 
which hold the vital information of our Veterans. The Office of Information and 
Technology supports a workforce of 286,000 employees VA-wide who directly or indi- 
rectly serve 23 million Veterans and their families. Our nationwide health care sys- 
tem is comprised of 153 medical facilities, 755 community-based outpatient clinics, 
and 232 vet centers. Our benefits delivery system for compensation, pension, hous- 
ing loan guaranty, education and insurance benefits support 55 regional offices na- 
tionwide. Our burial system automates all necessary processes for interments effi- 
ciently and effectively throughout 128 national cemeteries, and provides headstones 
and markers worldwide. Our backbone corporate financial management system pro- 
vides steady and reliable data and performs financial processing needed to monitor 
funds, and financially report our operations throughout VA. 

Question 4(b): Should the Committee expect the need for continued large invest- 
ments in this area, and if so, how can the Committee be assured that such increases 
will truly accomplish the mission at hand? 

Response: Transformational change of this scope and breadth is always a chal- 
lenge; however, we believe the FY 2010 funding request supports a full budget re- 
quirement to right-size the IT budget request and avoids transferring funds, as was 
the case over the last 2 years. Congress approved the reprogramming of funds for 
FY 2008 and 2009 from the Medical Care and General Operating Expenses ac- 
counts. These transfers to our budget were needed to meet the demands of an aging 
IT infrastructure, the investment in 21st century legacy systems, and to ensure 
staffing a full workforce to support those current and future systems. 

The Honorable Michael Michaud 

Question 1: During your testimony on March 10, you testified that, “the number 
of patients who served in OEF/OIF will rise to over 419,000 in 2010.” According to 
some VSO estimates, this number significantly undercounts the amount of Iraq and 
Afghanistan war Veterans who will seek VA treatment and services. How did VA 
come by this estimate? 

Response: Starting with the 2007 enrollee health care projection model 
(EHCPM), VHA has used a future force deployment scenario developed by the Con- 
gressional Budget Office (CBO) to estimate future Operation Enduring Freedom and 
Operation Iraqi Freedom (OEF/OIF) Veterans. Based on this scenario, VHA created 
a separate model that projects OEF/OIF total Veteran population, enrollment, pa- 
tients, utilization and expenditures. 

The model recognizes the 5-year period of enrollment eligibility for combat Vet- 
erans. In the beginning of the eligibility period, the enrollment rates for OEF/OIF 
Veterans are assumed to be higher relative to other Veteran populations. As time 
passes, enrollment becomes more similar to that of other Veteran cohorts. 

In addition, the model reflects the fact that OEF/OIF enrollees have significantly 
different VA health care utilization patterns than non-OEF/OIF enrollees. In par- 
ticular: 

• OEF/OIF enrollees are expected to need more than eight times the number of 
post-traumatic stress disorder (PTSD) residential rehab services than non-OEF/ 
OIF enrollees; 

• OEF/OIF enrollees have an increased need for dental services, physical medi- 
cine, prosthetics, and outpatient psychiatric and substance abuse treatment; but 

• On the other hand, experience indicates that OEF/OIF enrollees seek about half 
as much inpatient acute surgery care from VA as non-OEF/OIF enrollees. 
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VA recognizes projecting demand for health care services for OEF/OIF Veterans 
has been challenging because many unknowns will influence the number and type 
of services that VA will need to provide OEF/OIF enrollees. For example, VA cannot 
project the duration of the conflict, when OEF/OIF Veterans will be demobilized, or 
the ultimate total OEF/OIF force strength at this time. 

The Honorable Joe Donnelly 

Question 1(a): Mr. Secretary, ensuring our Nation’s Veterans have access to the 
health care they earned is clearly a top priority, and the VA budget requested by 
the President reflects that. However, many Veterans across the country, including 
in my district, are forced to drive hours each way to get specialty, diagnostic or re- 
current care. While the budget does not get into specifics, do you anticipate a consid- 
erable amount of funding to go toward enhancing and expanding the health care 
services provided at some of the smaller VA health clinics? 

Response: VHA engages in continuous strategic evaluation of its health care de- 
livery system and expands services based upon analysis of the enrolled Veteran pop- 
ulation and the projected demand for health care services. VHA uses access guide- 
lines to achieve one of its primary goals of providing high quality health care to Vet- 
erans in their communities. 

The primary strategic goal of VISN 1 1 is to improve access to VA health care for 
Veterans, and adequate funding is available to accomplish that goal. The VISN 
strategy is following a dual course of action to improve access by expanding the net- 
work of community-based outpatient clinics (CBOC) available for Veterans, and 
identifying and locating in existing VA medical center (VAMC) and CBOC sites, 
services used by Veterans. 

In Indiana, VISN 11 has reviewed the health care needs of Veterans in the Fort 
Wayne and South Bend areas and determined that an expanded array of services 
can be justified in both those cities. As recently announced, VISN 11 will be devel- 
oping a construction project to expand the ambulatory services at the Fort Wayne 
VAMC and increase the specialized services on site. At the same time, services will 
be expanded at the South Bend CBOC site to include specialty care for which Vet- 
erans now have to travel to Fort Wayne. 

Question 1(b): Also, how will VA determine which clinics and areas should re- 
ceive expanded or enhanced VA health care services? 

Response: Expansion of services is based on local Veteran populations and de- 
mand for services. VA has established access guidelines for primary care, acute care, 
and tertiary care, and VA uses those standards to determine service delivery meth- 
ods and ensure that access to care is available close to home. 


Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Carl Blake 

National Legislative Director 
Paralyzed Veterans of America 
801 18th Street, NW 
Washington, DC 20006 

Dear Carl: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 
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Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 


Sincerely, 


BOB FILNER 

Chairman 


Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Kerry Baker 

Assistant National Legislative Director 
Disabled American Veterans 
807 Maine Avenue, SW 
Washington, DC 20024 


Dear Kerry: 


In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 


Sincerely, 


BOB FILNER 

Chairman 


Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Dennis Cullinan 

National Legislative Director 

Veterans of Foreign Wars of the United States 

200 Maryland Avenue, NE 

Washington, DC 20002-5724 

Dear Dennis: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 

Sincerely, 


BOB FILNER 

Chairman 
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Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Raymond C. Kelley 
Legislative Specialist 
AMVETS 

4647 Forbes Boulevard 
Lanham, MD 20706 


Dear Ray: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 


Sincerely, 


BOB FILNER 

Chairman 


The Independent Budget 
Washington, DC 
April 30, 2009 

Honorable Bob Filner 
Chairman 

House Committee on Veterans’ Affairs 
335 Cannon House Office Building 
Washington, DC 20515 

Dear Chairman Filner: 

On behalf of The Independent Budget, we would like to thank you for the oppor- 
tunity to present our views on the FY 2010 budget for the Department of Veterans’ 
Affairs (VA). We appreciate the Committee recommending a substantial budget for 
the VA in its recently submitted Views and Estimates. We also look forward to 
working with the Committee to move your advance appropriations legislation. Only 
through cooperation between the veterans’ service organizations and the Members 
of the Committee can we hope to attain a sufficient, timely, and predictable budget 
for the VA. 

We have included with our letter a response to each of the questions that you pre- 
sented following the hearing on March 10, 2009. Thank you very much. 

Sincerely, 


Raymond C. Kelley 
National Legislative Director 
AMVETS 


Joseph A. Violante 
National Legislative Director 
Disabled American Veterans 


Carl Blake Dennis Cullinan 

National Legislative Director National Legislative Director 

Paralyzed Veterans of America Veterans of Foreign Wars of the United States 


Question 1: The FY 2010 Independent Budget was released prior to the enact- 
ment of the American Recovery and Reinvestment Act of 2009 on February 17, 
2008. The law provides $1.4 billion in resources for the VA, including funding for 
Medical Facilities; Grants for State Extended Care Facilities; National Cemetery 
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Administration; claims processing for VBA; and the Office of Inspector General. In 
light of the resources newly made available to the VA, do the VSOs recommend any 
modifications to the FY 2010 Independent Budget request? 

Response: The Independent Budget is pleased that the “American Recovery and 
Reinvestment Act of 2009” (also the Stimulus bill) included a substantial amount 
of funding for veterans programs. The legislation identified areas of significant need 
within the VA system, particularly as it relates to infrastructure needs. While we 
were disappointed that additional funding was not provided for major and minor 
construction in the Stimulus bill, we recognize that the funding that was provided 
will be critically important to the VA going forward. It is also important to note that 
we do not believe the funding provided in the Stimulus bill should impact our rec- 
ommendations for the VA. We have been told that the VA intends to spend that 
funding in the current fiscal year; therefore, the funding needs for FY 2010 will still 
remain. 

Question 2: The Independent Budget argues that amounts estimated for medical 
collections should be fully appropriated and is silent as to how medical collections 
should be used by the VA. Does you organization support or oppose the current col- 
lections program? If opposed, should Congress scrap the current Priority Group sys- 
tem and not differentiate between service-connected and non-service-connected vet- 
erans? If you support the current program but believe that these funds should be 
appropriated, how does your organization specifically propose to spend this nearly 
$3 billion amount, or 5 percent of current VA medical care budget? 

Response: Principally, the co-authors of The Independent Budget do not support 
the current collections program. Historically, the purpose of collections has not had 
a direct bearing on the utilization of such funds throughout the evolution of what 
is now the Medical Care Collections Fund (MCCF). When the VA collection author- 
ity was initially established in 1986 to seek reimbursement from third-party health 
insurers, collections were meant to be utilized as a deficit reduction tool. It then 
evolved into a tool to offset VA’s health care budget in 1997, and expanded to be- 
come a medical care utilization tool in 1999 by allowing VA to increase cost-sharing 
on veterans. In doing so however, such funds were supposed to be used to reduce 
medical care waiting times and to reduce the burden of cost sharing on veterans 
for medications and prosthetics. In 2003, MCCF was created to consolidate revenue 
accounts, thus increasing the total amount of collections available to further offset 
VA’s health care budget. 

While the purpose and utilization of collections has evolved we continue to hold 
the belief that collections supplement the cost of providing health care. Veterans’ 
health care should not be dependent upon an uncertain funding mechanism like 
medical care collections. However, we realize that political considerations will not 
allow for the policy by which The Independent Budget for FY 2010 believes funding 
for VA health care services should be provided. In the meantime, we cannot openly 
oppose the use of collections to provide for medical care services so long as the total 
of appropriated dollars and actual collected dollars meets the funding levels that we 
believe are necessary to operate the VA health care system. 

Moreover, we are not suggesting that we do not believe that medical care collec- 
tions are “real dollars.” It is simply meant to reflect our belief that funding for De- 
partment of Veterans Affairs (VA) health care programs should be provided in full 
with Federally appropriated dollars. Our budget recommendations this year reflect 
this policy position that we have long supported. The Administration, year-after- 
year, chooses to include medical care collections as part of its overall funding au- 
thority for Medical Services. In the past, the VA did a very poor job of meeting col- 
lections estimates that it formulated its operating budget on. We will not deny that 
in recent years, the VA has done a much better job of meeting its collections esti- 
mates. However, we remain concerned about a process that is grounded in so much 
uncertainty, especially in light of the fact that shortages between what the VA esti- 
mated it would collect and what it actually collected have never been funded. As 
such, we believe that the cost of medical care services should be provided for en- 
tirely through direct appropriations. 

As to the question about the Priority Group enrollment structure, we do not sup- 
port any suggestion to abolish this system. The Priority Group system is not simply 
a tool to distinguish between who pays for their care and who does not. The system 
also establishes priority for care should there be a funding shortfall that may result 
in restrictions to care, much like what happened to new Priority Group 8 veterans 
in 2003. Additionally, the existing Priority Group system establishes varying de- 
grees of care available to veterans, most notably access to nursing home care and 
other long-term care services. 
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As for spending the additional funding, we believe that this money could be rein- 
vested in various programs that are part of the Veterans Health Administration 
CVHA) or the entire VA. First and foremost, we believe that a large portion of the 
money collected can be devoted to capital investment projects. The VA has not ade- 
quately addressed the long list of projects identified by the Capital Asset Realign- 
ment for Enhanced Service (CARES) process. Moreover, as explained in the Con- 
struction section of The Independent Budget , the VA should be reinvesting five to 
7 percent in its capital infrastructure each year. However, the VA currently only re- 
invests about 2 percent. 

We also remain concerned that the VA falls well below the requirement for long- 
term care capacity (defined as average daily census) as mandated by P.L. 106-117, 
the “Millennium Health Care Act.” A portion of the money achieved through medical 
care collections could be used to correct this deficiency. Additionally, the VA could 
invest this money in State Extended Care facilities which support the VA long-term 
care program. The VA could also use these additional resources to address gaps that 
currently exist. For instance, VA currently offers no assisted living services to any 
Priority Group of veterans. And yet, this is certainly a model of non-institutional 
care that can benefit many veterans as well as their spouses. This type of service 
is also something that the newest generation of disabled veterans is clamoring for. 
There is also a broad range of community services including expanded home-based 
care such as homemaker services and attendant care (services not currently author- 
ized) that could be provided with these additional dollars. These services would 
maximize independence and preclude institutional care for both disabled and aging 
veterans. 

We also believe this money could be used to properly staff the Office of Rural 
Health so that it can better fulfill its mission. The Independent Budget believes that 
this new office has not lived up to the expectations placed on it. However, the VA 
has not set this office up for success. It is telling that the VA devoted only $1 mil- 
lion and one new full-time employee (FTE) to this office in FY 2009. This brought 
the Office of Rural Health up to three FTE. This is wholly unacceptable, particularly 
given the fact that rural health care access might be the single biggest health care 
issue facing the VHA. 

Finally, we would suggest some of the resources generated through medical care 
collections could be used to make the VA more competitive in the market for hiring 
critical staff. The VA is at a significant competitive disadvantage when trying to hir- 
ing certain health care professionals. This is particularly true of nurses, rehabilita- 
tion specialists, and specialized care doctors. 

Question 3: The Administration has vowed to pore over the budgets of every Fed- 
eral Department and Agency line-by-line to make sure that taxpayer dollars are 
spent wisely. The Administration has also signaled that veterans’ funding will be 
a high priority. In light of this need for fiscal restraint, which programs and oper- 
ations of the VA provide the most cost-effective service to veterans and which pro- 
grams and services do you believe we should look closely at to see if it can be re- 
formed to provide better service at a lower cost? 

Response: The Independent Budget would like to emphasize our ongoing concern 
that the biggest factor in creating inefficient spending of resources by the Depart- 
ment of Veterans Affairs (VA) is the late approval of appropriations and insufficient 
budgets in previous years. As we have pointed out many times, late passage of the 
VA’s appropriations bill has become the rule, not the exception. In fact, in 19 of the 
previous 22 years, the VA’s appropriations bill was not approved prior to the start 
of the fiscal year on October 1. Moreover, while in the past couple of years Congress 
has provided very significant increases in resources for the VA, we believe that pre- 
vious fiscal years were marked by marginal increases and even flat-line budgets. 
This uncertainty about when and how much funding will be provided hinders the 
ability of VA officials to efficiently plan and responsibly manage VA health care. 

The Independent Budget would also like to point to the management of Medical 
Care Collections. Once again, while the VA has gotten much better at meeting col- 
lections estimates in recent years, in the past collection rates were terrible. More- 
over, considering the fact that the operating budget of the VA is based on collections 
estimates, it is completely unacceptable that even one dollar of a given fiscal year’s 
estimate not be collected, since this has a direct impact on the ability of the VA to 
provide care. As long as part of the operations of the VA health care system are 
reliant on uncertain collections outcomes, the system itself will be placed at a dis- 
advantage. 

We also believe that the Fee-for-Service program needs to be reevaluated as well. 
Non-VA purchased care may be provided to eligible veterans from non-VA health 
care providers when VA medical facilities are incapable of providing necessary care; 
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when VA medical facilities are geographically inaccessible to a veteran for necessary 
care; when a medical emergency prevents a veteran from receiving care in a VA fa- 
cility; to complete an episode of care; and for certain specialty examinations to assist 
VA in adjudicating disability claims. 

As you know, many of the veterans’ service organizations (VSO) have complained 
about the application of fee basis care in order to meet the needs of veterans in 
rural settings. However, this concern can be taken a step further. Veterans eligible 
for fee basis care are sometimes unable to secure treatment from a community pro- 
vider because of VA’s lower payment, less than full payment, and delayed payment 
for medical services. In fact, as stated in The Independent Budget for FY 2010, we 
are “especially concerned that service-connected disabled veterans who are author- 
ized to use non-VA care are at times required by the only provider in their commu- 
nity to pay for their care up front.” We would encourage the Committee to seriously 
examine the Fee-for-Service program so as to affect real improvements to this serv- 
ice. With a properly run fee basis care program, the VA can better meet the health 
care needs of many veterans, particularly those veterans living in rural commu- 
nities. 

As an example of a cost-effective program within the VA, we would point to the 
operations of the Prosthetics and Sensory Aids program. Because the prosthetics ac- 
tivities of the entire VA are managed through a centralized funding structure, the 
program’s leadership is better able to monitor and adjust the budgetary needs of the 
service. Over years of budget shortfalls, many of the VA hospitals had been forced 
to hold down costs by cutting spending. This delayed provision of wheelchairs, artifi- 
cial limbs, and other prosthetic devices, which was unacceptable. As a result, the 
VA established a policy that all funds for prosthetics would be controlled from the 
VA Prosthetic Service in the Central Office and that no prescription for prosthetics 
would fail to be filled or delayed because of a lack of funds. 


Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Paul Sullivan 
Executive Director 
Veterans for Common Sense 
P.O. Box 15514 
Washington, DC 20003 

Dear Paul: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 

Sincerely, 


BOB FILNER 

Chairman 
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Committee on Veterans’ Affairs 
U.S. House of Representatives 
Post-Hearing Questions from the Honorable Bob Filner 
March 10, 2009 

Hearing on the U.S. Department of Veterans Affairs 
Budget Request for Fiscal Year 2010 

Question: The Administration has vowed to pore over the budgets of every Fed- 
eral Department and Agency line-by-line to make sure that taxpayer dollars are 
spent wisely. The Administration has also signaled that veterans’ funding will be 
a high priority. In light of this need for fiscal restraint, which programs and oper- 
ations of the VA provide the most cost-effective service to veterans and which pro- 
grams and services do you believe we should look closely at to see if t can be re- 
formed to provide better service at a lower cost? 

Response: We are very pleased the Administration has signaled that funding for 
the Department of Veterans Affairs (VA) is a “high priority.” 

VCS respectfully disagrees with the implied premise of the question that Congress 
should limit oversight of VA programs based only on VA’s limited ability to measure 
cost effectiveness. 

Here is a description of a meeting 11 years ago that describes how using only the 
financial cost of a bill or a program to discuss and decide the legitimacy of medical 
care and benefits for veterans is wrong because it is incomplete: 

During an advocacy meeting to discuss the “Persian Gulf Veterans Act 
1998,” a legislative aide told me that the financial cost of providing medical 
care and benefits to the hundreds of thousands of our ill Gulf War veterans 
would be prohibitive. Therefore, he said, the legislator opposed the bill due 
to the high cost — he did not want to spend billions of dollars on health care 
and disability benefits for our ill Gulf War veterans sickened by multiple 
toxic exposures during deployment to Southwest Asia during Desert Shield 
and Desert Storm. 

I asked the aide if the legislator supported unlimited funding for the mili- 
tary to fight and win wars. The aide quickly responded that the legislator 
absolutely supported unlimited appropriations for our military, especially 
during war. During our conversation, we both agreed our number one na- 
tional security asset is our servicemembers who support and defend our Con- 
stitution. 

1 asked the aide this question: If our Nation has an unlimited budget for 
bullets, bombs, and bayonets for our military, and since care for our vet- 
erans is part of the cost of fighting wars, why then do we not have an unlim- 
ited budget for hospital beds and disability benefits for our most important 
national security asset — our disabled veterans who fought in and survived 
combat? The legislative aide became speechless and then abruptly left 
the room without answering. 

In addition to our social contract that guides VA to take care of our veterans who 
gave up the best years of our lives defending our Constitution, Congress should fol- 
low the example of the burn unit at the San Antonio Military Medical Center 
(SAMMC) in Texas. 

The highly dedicated and exceptionally motivated medical staff at Brooke Army 
Medical Center, part of SAMMC, spare no expense treating Iraq and Afghanistan 
war casualties. Expensive skin grafts are provided immediately without question 
and without regard to financial cost. Nurses provide 24/7 medical care to each 
wounded warrior. Medical professionals with expertise evaluating and treating 
burns are frequently flown to Texas to provide the best available current technology 
and treatments. In our view, this is the correct policy, as everything possible is done 
to save lives. 

VCS believes VA must have an equal standard — mandatory full funding for VA 
health care. If we only count the lives lost and funds spent on the battlefield for 
arms in order to determine the human and financial costs of war, then we are 
counting only those things that are easily counted, and we are ignoring those items 
that truly count — the quality of life for disabled veterans (and their families) sent 
to war in our name who return home, often in great need of assistance. 

While VA often suffered from inefficiency, poor leadership, poor training, chronic 
underfunding, chronic understaffing, complex rules, and adversarial bureaucratic 
red tape, especially during the last Administration, VA still usually provides high- 
quality assistance, albeit sometimes with significant delays. VCS believes manda- 
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tory full funding, strong leadership, and streamlined policies will assist VA with 
evolving and improving the delivery of health care and benefits to our veterans. 
VCS thanks VA for continuing to move forward under the current Administration’s 
new leaders and additional funding. 


VCS is not familiar with every program administered by VA, so our answer about 
specific VA programs is limited to the areas with which we are most familiar. Here 
is a list of a seven areas VCS finds critical. Many of these need significant and im- 
mediate improvement to meet a sustained increased in demand caused by the cur- 
rent economic crisis and the continuation of two simultaneous wars in Iraq and Af- 
ghanistan: 

1. Medical Research. At a time of unprecedented demand for health care re- 
lated to highly toxic dioxin (agent orange) exposures associated with the Viet- 
nam War, VA has a moral and legal obligation to fund scientific research im- 
mediately in order to better understand the adverse health outcomes of toxic 
exposures and to develop desperately needed treatments for veterans and our 
families. Our Vietnam War and Gulf War veterans fought valiantly for answers 
and health care after their return, yet VA took decades to respond adequately. 
While research for toxic exposures during those wars remains important, VA 
must immediately begin pro-actively collecting data, monitoring veterans, and 
researching the impact of Iraq War and Afghanistan War toxic exposures, 
starting with toxic exposures surrounding the enormous burn pit near Balad, 
Iraq. By starting medical research now, we have a rare window of opportunity 
to avoid prior VA mistakes that caused delays in medical care and benefits for 
our Atomic veterans, Vietnam War veterans, and Gulf War veterans. 

2. Benefits Delivery at Discharge (BDD). This new and expanding program 
is highly successful and efficient because it places Veterans Benefits Adminis- 
tration (VBA) employees at military installations who can expeditiously collect 
and review service and medical records before discharge, thus saving VA staff 
months, and oflO years, of searching for misplaced military records, especially 
for post traumatic stress disorder claims. The government Accountability Office 
(GAO) and several Congressional hearings have validated the success of this 
essential program. Therefore, VCS recommends significantly expanding this es- 
sential program so that as many servicemembers as possible have the oppor- 
tunity to participate in BDD, especially National Guard and Reserve service- 
members who are usually excluded. During the March 10, 2009, hearing, VCS 
provided Congress with our modest proposal to expand VA’s BDD and bring 
VA to our veterans with one-stop shopping during and after military service. 

3. Readjustment Counseling Service’s “Vet Centers.” This seasoned and ex- 
panding program is also highly successful and efficient because it places Vet- 
erans Health Administration (VHA) mental health professionals in store front 
locations easily accessed by deployed veterans seeking readjustment coun- 
seling. Several GAO reports about Vet Centers have repeatedly shown this pro- 
gram to be among the most successful entry points for veterans seeking mental 
health care services. The low overhead of small store front offices makes these 
points of care highly cost-effective. Therefore, VCS recommends significantly 
expanding this program so that more veterans can utilize equally valuable Vet 
Center counseling in addition to VHA out-patient and in-patient care provided 
at VHA medical centers. VCS advocates placing Vet Centers on or near mili- 
tary installations to meet the mental health care crisis among our returning 
servicemembers as soon as possible, when treatment is least expensive and 
most effective. Vet Centers should also be expanded to provide counseling for 
servicemembers’ and veterans’ families. 

4. Mental Health. This includes VA’s Suicide Prevention programs, anti-stigma 
programs, and the National Center for Post Traumatic Stress Disorder 
(NCPTSD). Specifically, VA has not provided consistent and timely oversight 
of VA’s Mental Health Strategic Plan. Although there are some pilot programs, 
VA has yet to fully implement outreach and anti-stigma campaigns. On a posi- 
tive note, VA is now working closely with DoD on the issue of suicide preven- 
tion. Unfortunately, while prior VA leaders have often attempted to under-fund 
the NCPTSD during a time of record demand for VA mental health care, we 
are pleased that Congress consistently provided more funds for NCPTSD than 
requested by the Administration. Based on VA’s internal reports documenting 
increased health care use, VCS estimates as many as 400,000 total new mental 
health patients from the Iraq and Afghanistan wars by the end of 2013, out 
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of one million estimated new VA patients from the two wars. Therefore, VCS 
recommends increasing all facets of VA’s mental health care programs to de- 
velop processes designed at early identification, intervention, and treatment of 
war-related mental health conditions. We believe ramping up programs now for 
existing and returning servicemembers, when treatment is least expensive and 
most effective, is crucial. Increases should be made for Suicide Prevention Co- 
ordinators and Local Recovery Coordinators to make sure there is a coordi- 
nated effort between VA’s many different mental health programs. 

5. Office of the Actuary. This office could and should provide VA leaders with 
far greater amounts of accurate, consistent, transparent, and timely informa- 
tion for use in VA planning, policy development, and long-term budgeting. A 
critical role of VA’s Office of the Actuary is to collaborate with other federal 
agencies, especially the Department of Defense (DoD) and the Census Bureau, 
on the collection of data on veterans for planning purposes. However, due to 
a lack of robust and timely data for several years, VA leaders made several 
critical decisions without complete information, resulting in dramatic multi-bil- 
lion dollar budget shortfalls. Poor data played a key role in the large numbers 
of veteran patients and claimants waiting unreasonable amounts of time for 
VA assistance. Therefore, VCS recommends that VA’s Office of the Actuary be 
significantly expanded to include more DoD, Census Bureau, VHA, and VBA 
subject matter experts. VHA requires better data to monitor and prepare for 
health care use demand. Similarly, VBA requires better data to monitor and 
prepare for disability claim activity. VHA and VBA must work more closely to- 
gether to identify veterans using VHA yet not VBA, and vice-versa, in order 
to understand what drives health care and claim demand. At a time when Con- 
gress is ready to provide VHA with advanced funding (and possibly mandatory 
full funding), Congress should take a thorough and deliberate look at VA’s lim- 
ited ability to prepare for and use the money Congress appropriates. This be- 
comes even more vital with the extension of free medical care, from 2 years 
to five years, for deployed Iraq and Afghanistan war veterans. 

6. Office of Seamless Transition (STO) and related offices. These offices 
perform vital roles within VA assisting veterans, collecting data, and devel- 
oping policies to assist servicemembers with seamlessly transitioning from the 
military into civilian life as veterans. The lack of single office with a single 
leader and streamlined processes have significantly hampered VA’s ability to 
provide prompt and high-quality services to the tidal wave of returning Iraq 
and Afghanistan war veterans. The lack of consistent data about individual 
servicemembers (such as service and medical records) as well as data about the 
entire cohort of all servicemembers (that would include demographic and de- 
ployment data for planning purposes) has created significant challenges in 
meeting the needs of our returning veterans in an efficient manner. The office 
would realize a much higher effectiveness if it was fully staffed, fully funded, 
and led by an executive who interacted with DoD and the Department of 
Labor. VA is currently unable to meet the needs of the existing one million cur- 
rent war veterans, and the situation may deteriorate significantly as the re- 
maining one million servicemembers who have deployed or are deployed pre- 
pare for discharge. Therefore, VCS recommends that VA develop a more robust 
and efficient STO to meet the current and growing need of our returning Iraq 
and Afghanistan war veterans. 

7. Information Technology (IT). This VA office provides vital hardware, soft- 
ware, and communications within VA and to the outside world essential to the 
success of nearly every VA program — from applications, claims processing, 
medical records, e-mail, and the Internet, to name a few. VCS recommends 
modernizing VA’s computer equipment and computer programs as well as 
using new technologies to assist veterans and beneficiaries with learning about 
and applying for VA benefits and so that VA is more transparent and inter- 
active for veterans, family members, VA staff, journalists, elected officials, and 
the public. VCS lists VA’s IT efforts based on recent challenges veterans faced 
applying for the new Post-9/11 GI Bill education benefits, an outstanding VA 
program we strongly support. 
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Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Paul Rieckhoff 

Executive Director and Founder 
Iraq and Afghanistan Veterans of America 
770 Broadway, 2nd Floor 
New York, NY 10003 

Dear Paul: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 

Sincerely, 


BOB FILNER 

Chairman 


Response from Iraq and Afghanistan Veterans of America 

Committee on Veterans’ Affairs 
U.S. House of Representatives 

Post-Hearing Questions from the Honorable Bob Filner 
March 10, 2009 

Hearing on the U.S. Department of Veterans Affairs 
Budget Request for Fiscal Year 2010 

Question: The Administration has vowed to pore over the budget of every Fed- 
eral Department and Agency line-by-line to make sure that taxpayer dollars are 
spent wisely. The Administration has also signaled that veterans’ funding will be 
a high priority. In light of this need for fiscal restraint, which programs and oper- 
ations of the VA provide the most cost-effective service to veterans and which pro- 
grams and services do you believe we should look closely at to see if it can be re- 
formed to provide better service at a lower cost? 

Response: Thank you for the opportunity to address this issue. IAVA believes 
that the introduction of OIF/OEF outreach coordinators is a highly successful and 
cost-efficient program. These coordinators, themselves veterans of Iraq and Afghani- 
stan, are for many returning servicemembers the first point of contact with the VA. 
They provide an invaluable personal connection that helps overcome the many bu- 
reaucratic hurdles facing those seeking out support from the VA. These outreach co- 
ordinators make up a crucial element of the excellent Vet Centers, which have been 
proven for decades to be a low-cost, high-impact answer to the mental health needs 
of combat veterans. We wholeheartedly support the continuation and expansion of 
this and other VA outreach programs. 

In our legislative agenda, IAVA has called for a reformed and streamlined VA 
budget. If the VA were to know their health care budget a year in advance, we 
would see an end to the waste and inefficiency brought about by poor planning. For 
instance, VA hospitals frequently delay needed repairs while they are shifting fund- 
ing to other accounts to cover shortfalls. In the meantime, many of those infrastruc- 
ture problems are worsening and growing more expensive to repair. When hospitals 
are operating under a continuing budget resolution, they are forced to ration care, 
delaying appointments while patients get sicker and their care becomes more expen- 
sive. No one at the VA wants these problems to persist, but without action by Con- 
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gress and the President to appropriate VA funding in advance, these inefficiencies 
will continue to unabated. 


Committee on Veterans’ Affairs 
Washington, DC 
March 23, 2009 


Richard F. Weidman 

Executive Director for Policy and Government Affairs 
Vietnam Veterans of American 
8605 Cameron Street, Suite 400 
Silver Spring, MD 20910 

Dear Rick: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 

Sincerely, 


BOB FILNER 

Chairman 


Vietnam Veterans of America 
Silver Spring, MD 
May 18, 2009 

The Honorable Bob Filner 
Chairman 

House Committee on Veterans’ Affairs 
335 Cannon House Office Building 
Washington, DC. 

Dear Chairman Filner: 

In response to your questions following the hearing on the Budget Request for FY 
2010 for the Department of Veterans Affairs, Vietnam Veterans of America (WA) 
offers the following: 

Which programs and operations of the VA provide the most cost-effective 
service ? 

• The Vet Centers, since their inception, are the most well-run — and cost-effec- 
tive — entities within the VA. They are the only VA service that can treat fami- 
lies as well as the veteran. 

• Preventive health programs run at different VA Medical Centers certainly are 
cost-effective: they prevent far more costlier treatments for health conditions 
that develop later on. We want to cite the programs run by Dr. Lawrence 
Deyton and his staff at the VA Central Office, and the programs run by Dr. 
Victor Wahby, both of which help reduce illness. 

Which programs and operations need to be reformed to provide better, less 
costly service ? 

• One out of ten VA health care dollars are expended for so-called “fee-basis” care 
for services that either a VAMC or CBOC are unable to provide in a timely 
manner or can be performed locally and save a veteran, usually living in a rural 
or remote area, hours of travel. In an attempt to get a handle on this, the VA 
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is engaged in a pilot program in four VISNs called “Project HERO.” This en- 
deavor is worth an oversight hearing. We believe it is resulting in less health 
care for more money. 

• Pharmacy Service — the formulary is much too restrictive (and much more re- 
strictive than either DoD or Medicare) on the theory that they are going to save 
a lot of money on medications. However, they often save pennies and spend big 
dollars because they scrimp on medications that could have prevented very cost- 
ly acute care in-patient stays. The method of evaluating pharmacists needs to 
be dramatically changed from how much in “savings” they produce in compari- 
son with the national average (which becomes a “race to the bottom”) to how 
much did what they do in cooperation with the medical staff at a given VA Med- 
ical Center to promote healing and wellness, and reduce in-patient acute care 
stays in the hospital, and/or to prevent secondary conditions from developing. 
WA will be coming out with a paper on this issue in the next 2 months. 

• The VA needs to develop a comprehensive “wellness program” that brings to- 
gether nutrition, the “get Fit for Life” program, the “MOVE’ program, the “My 
Health-e-Vet” program, and other initiatives into an integrated model that is 
directly linked into primary care at each VAMC, OC, or CBOC. Only by putting 
a major and imaginative comprehensive effort together can VA reduce incidence 
and severity of chronic diseases and create a sustainable model for VA health 
care. 

Mr. Chairman, WA hopes these answers prove to be useful to you in your delib- 
erations. Again I wish to thank you for allowing WA to present our views to you 
on these vital veterans’ issues. 

Sincerely, 


Richard F. Weidman 
Executive Director for Policy and Government Affairs 


Committee on Veterans’ Affairs 
Washington, DC. 
March 23, 2009 


Steve Robertson 

The American Legion 

Director, National Legislative Commission 

1608 K Street, NW 

Washington, DC 20006 

Dear Steve: 

In reference to our Full Committee hearing entitled “The Department of Veterans 
Affairs Budget Request for Fiscal Year 2010” on March 10, 2009, I would appreciate 
it if you could answer the enclosed hearing questions by the close of business on 
May 5, 2009. 

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co- 
operation with the Joint Committee on Printing, is implementing some formatting 
changes for materials for all Full Committee and Subcommittee hearings. Therefore, 
it would be appreciated if you could provide your answers consecutively and single- 
spaced. In addition, please restate the question in its entirety before the answer. 

Due to the delay in receiving mail, please provide your response to Debbie Smith 
by fax at 202-225-2034. If you have any questions, please call 202-225-9756. 

Sincerely, 


BOB FILNER 

Chairman 
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The American Legion 
Washington, DC. 
March 26, 2009 


Honorable Bob Filner, Chairman 
Committee on Veterans’ Affairs 
U.S. House of Representatives 
335 Cannon Office Building 
Washington, DC 20515-6335 

Dear Chairman Filner: 

Thank you again for allowing The American Legion to testify at the March 10 
hearing entitled “The Department of Veterans Affairs Budget Request for Fiscal 
Year 2010.” This letter is in response to your Post-Hearing Question: 

The Administration has vowed to pore over the budgets of every Fed- 
eral Department and Agency line-by-line to make sure that taxpayer 
dollars are spent wisely. The Administration has also signaled that 
veterans’ funding will be a high priority. In light of this need for fis- 
cal restraint, which programs and operations of the VA provide the 
most cost-effective service to veterans and which programs and serv- 
ices do you believe we should look closely at to see if it can be re- 
formed to provide better service at a lower cost? 

Mr. Chairman, with all due respect, The American Legion has worked closely with 
both the Department of Veterans Affairs and Congress for many, many years. Clear- 
ly, The American Legion has never hesitated to praise programs and operations that 
provide the most cost-effective service to veterans nor identified programs and oper- 
ations that needed immediate attention and reform. 

Each and every program and operation is an earned benefit due to honorable mili- 
tary service. Fortunately, this grateful Nation continues to strive toward meeting 
the needs of America’s veterans and their family members. Without question, the 
Veterans Health Administration (VHA) continues to serve as the role model for the 
rest of the health care industry. Its achievements in that industry truly illustrate 
a solid return on investment dollars. From the electronic medical records to the 
medical research to the patient safety to the customer satisfaction, VHA is peerless 
within and outside the Federal Government. 

The American Legion still believes there is much room for improvement in two 
significant areas within VHA, that of mental health and long-term care. The Amer- 
ican Legion believes that due to the high cost of these specialized services, they 
have been neglected by VHA leadership. During the Capital Assets Realignment for 
Enhanced Services (CARES) process, VA did not address these two critical areas of 
concentration. Therefore, a situation now exists where there exists a growing de- 
mand for both mental health care services and long-term care that VHA is not prop- 
erly prepared to meet and the veterans’ community is underserved. 

With the newest generation of wartime veterans and the aging veterans’ commu- 
nity turning to VHA for timely access to quality health care, both of these areas 
of specialized service need to be closely monitored and addressed via congressional 
oversight. “Take a number and we’ll get back to you” is absolutely unacceptable. 

The challenges facing the Veterans Benefits Administration remain although The 
American Legion remains optimistic. Newly hired claims adjudicators must be prop- 
erly trained and, more importantly, retained. VBA leadership must develop an ag- 
gressive short- and long-term strategy to recruit, train, and retain proficient claims 
processors and adjudicators. The American Legion continues to support the recruit- 
ment, training, and retention of service-connected disabled veterans in this career 
field, especially those going through VA’s Vocational Rehabilitation Program. 

With regards to construction projects, both major and minor, The American Le- 
gion supported many of the CARES recommendations, but has waited patiently for 
the aggressive funding to put those recommendations into structures. 

State Extended Care Facilities Grant Program remains a valuable resource for 
the Department of Veterans Affairs; however, The American Legion still believes VA 
should increase the amount of per diem paid to these facilities, especially in light 
of the current economic downturn and the increased fiscal pressures state legisla- 
tures continue to face. 

The National Cemetery Administration continues to provide the veterans’ commu- 
nity with cemeteries that reflect the appreciation of a grateful Nation toward those 
that served in the Armed Forces and their family members. 
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Thank you for your continued commitment to America’s veterans and their fami- 
lies. 

Sincerely, 


Steve Robertson, Director 
National Legislative Commission 
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ing Systems 
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Install American Disability 
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Remodel Physical Rehab/Ex- 
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Replace Boiler Plant Con- 
trols 

Install Boiler Flue Gas 
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Upgrade Tank Lining 
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Replace Sewer Lines 

Repair and Replace Street 
Lighting 

Renovate for Traumatic 

Brain Injury and Post-Trau- 
matic Stress Disorder Pro- 
gram 

Upgrade and Replace Elec- 
trical Distribution System 

Construct Additional Park- 
ing 

Upgrade and Repair Elec- 
trical Distribution System 

Renovate Clinics 

Renovate Police Dispatch 

Total — Kentucky 

Repair/Upgrade Energy 
Management System 

Replace Kitchen Exhaust 

Renovate/Upgrade Operating 
Room — FCA Corrections 

Replace Fan Coils to meet 
Heating, Ventilation and 
Air Conditioning require- 
ments 

Renovate Kitchen and Lobby 
of Building 9 for Mental 
Health Program Offices 
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Replace and Upgrade Elec- 
trical Distribution System 

Renovate Nursing Home 

Care Unit into a Community 
Living Center 

Replace Fire Alarm System 

Upgrade Supply, Proc- 
essing and Distribution 
Heating, Ventilation and 
Air Conditioning System 

Replace and Upgrade Air 
Handling Equipment, 

Phase 2 

Total — Massachusetts 

Upgrade and Replace Elec- 
trical Distribution System 
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Air Conditioning 

Upgrade the Patient Security 
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Replace Chilled Water 
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Replace Elevator and Shaft 
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$575,000 

$466,440 

$150,000 

$2,800,000 

$750,000 

$200,000 

$300,000 

$750,000 

$475,000 

$2,500,000 

$3,333,333 

$980,000 

$665,000 

$4,000,000 

$1,340,000 

1 

-e/3- 

X 

1 

e/3- 

X 

1 

-e/3- 

X 

1 

e/3- 

1 

■e/3- 

1 

e/3- 

1 

e/3- 

X 

X 

1 

e/3- 

X 

$160,000 

$575,000 

$466,440 

$150,000 

$2,800,000 

$750,000 

$200,000 

O 

o 

CO 

o' 

O 

CO 

e/3- 

$750,000 

$475,000 

$2,500,000 

$3,333,333 

$980,000 

$665,000 

$4,000,000 

$1,500,000 

Renovate Emergency Room 
Area 

Upgrade and Replace 
Boiler Plant Equipment 

Renovate Dental Lab 

Replace Heating, Ventila- 
tion and Air Conditioning 
in Building 501B 

Replace Main Transformer 

Replace Heating Plant 
Surge Tank 

Replace Patient Wandering 
System 

Replace Nurse Call/Code 

Blue System 

Relocate the Mailroom to 
Mitigate Security Vulner- 
ability 

Upgrade Environmental 
Monitoring 

Implement Selected Con- 
servation Measures 1 

Replace Steam and 
Plumbing Line 

Modernize Patient Areas 

Replace Air Handling 

Units 

Replace Steam Distribu- 
tion System 

i—l 


i—l 


oq 



cq 

<N 




CO 

co 

co 

WV 

AM 

WV 

AM 

WV 

AM 

WV 

WV 

WV 

WV 

AM 

AM 

WV 

AM 

AM 

Clarksburg 

Clarksburg 

Clarksburg 

Martinsburg 

Martinsburg 

Martinsburg 

Martinsburg 

Martinsburg 

Martinsburg 

Martinsburg 

Martinsburg 

Beckley 

Beckley 

Huntington 

Huntington 


* 


* 

LO 

*0 

* 

LO 

LO 

LO 

LO 

* 

«© 

* 

CO 

* 

* 
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$680,000 

$750,000 

$680,000 

000*089$ 

$680,000 

$680,000 

$500,000 

$8,890,000 

<N 

<N 

CO 

eC 

i> 

CO 

to 

GO 

O 

iH 

-so- 

7 Projects are provided for with VISN wide contracts. 

2 The total funding for projects included in these plans is slightly more than the ARRA funds provided in order to account for the potential slippage of projects due to unforeseen tech- 
nical issues. 

$70,000 

$70,000 

$70,000 

O 

O 

© 

© 

■€«■ 

$70,000 

$70,000 

$60,000 

$920,000 

$37,918,467 

$750,000 

O 

O 

CD 

o' 

(M 

00 

$750,000 

$750,000 

$750,000 

$750,000 

$560,000 

$9,810,000 

$1,136,567,218 

Repair/Upgrade Exterior 
Finishes 

Expand Parking Lots to meet 
patient and visitor demand 

Repair/Upgrade Heating, 
Ventilation and Air Con- 
ditioning 

Expand Emergency Power 

Install Renewable Energy 
Systems, Phase 2 

Energy Reduction Project 
Phase 1 

Repair/Upgrade Interior Fin- 
ishes, Phase 2 

Total — Wyoming 

Cumulative Total 

At Large 

At Large 

At Large 

At Large 

At Large 

At Large 

At Large 



WY 

WY 

WY 

WY 

WY 

WY 

WY 



Cheyenne 

Sheridan 

Cheyenne 

Cheyenne 

Cheyenne 

Sheridan 

Cheyenne 



19 

19 

05 

* 

19 

05 

* 

05 

* 

19 
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FY 09 Veterans Health Administration Non-Recurring Maintenance (NRM)/ 
Energy ARRA Spending 

Veterans Health Administration ARRA Spending Category 



Qty 

Totals 

All Energy 
Related 
Projects 

Renewable 

Energy 

Percentage of 
Total 

Renewable Energy (Solar, 

Wind, Biomass, Geothermal) 

62 

$64,435,000 

$64,435,000 

$64,435,000 

6% 

Heating, Ventilation, and Air 
Conditioning 

170 

$161,449,166 

$161,449,166 



15% 

Roads, Paving, and Grounds 
Projects 

42 

$37,627,919 





3% 

Safety, Security and Fire 

Alarms 

102 

$109,614,712 





10% 

Energy Conservation 

56 

$75,643,849 

$75,643,849 

— 

7% 

Interior Renovation 

276 

$299,492,360 

— 

— 

28% 

Exterior Renovations 

47 

$34,157,722 

— 

— 

3% 

ADA Accessibility 

45 

$43,617,198 

— 

— 

4% 

Building Infrastructure 

106 

$141,089,603 

— 

— 

13% 

Metering 

3 

$97,580,000 

$97,580,000 

— 

9% 

Other 

47 

$20,965,123 

— 

— 

2% 

Total 1 

956 

$1,085,672,652 

$399,108,015 

$64,435,000 

100% 


1 The total funding for projects included in these plans is slightly more than the ARRA funds provided in order 
to account for the potential slippage of projects due to unforeseen. 


Other, $20,965,123 


Renewable Energy (Solar, 
Wind, Biomass, 
Geothermal), $64,435, 000_ 


Building Infrastructure, 
$141,089,603 


ADA Accessibility, 
$43,617,198 



Heating, Ventilation, and 
Air Conditioning, 
$161,449,166 


Exterior Renovations 
$34,157,722 


Roads, Paving, and 
Grounds Projects, 
$37,627,919 


Safety, Security and Fire 
Alarms, $109,614,712 


Interior Renovation, 
$299,492,360 


Energy Conservation, 
$75,643,849 
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FY 09 Veterans Health Administration Non- 
Recurring Maintenance (NRM)/Energy 
ARRA Spend Plan — By State 

AARA Overview 


State 

Number of 
Projects 

ARRA Funding 

AK 

4 

$600,000 

AL 

14 

$17,230,490 

AR 

9 

$14,380,000 

AZ 

25 

$19,868,571 

CA 

99 

$92,701,199 

CO 

12 

$8,035,000 

CT 

4 

$10,119,075 

DC 

8 

$15,393,333 

DE 

5 

$8,066,440 

FL 

46 

$34,996,726 

GA 

13 

$15,193,861 

HI 

4 

$850,000 

IA 

15 

$7,690,201 

ID 

5 

$6,092,857 

IL 

43 

$63,555,749 

IN 

3 

$4,866,000 

KS 

9 

$9,190,000 

KY 

10 

$11,441,000 

LA 

8 

$8,265,000 

MA 

11 

$24,078,000 

MD 

29 

$19,810,333 

ME 

3 

$13,260,493 

MI 

17 

$24,050,224 

MN 

36 

$16,637,000 

MO 

14 

$24,098,400 

MS 

7 

$12,440,000 

MT 

7 

$4,252,857 

NC 

17 

$21,864,000 

ND 

4 

$3,266,230 

NE 

11 

$7,500,000 

NH 

2 

$1,551,500 

NJ 

16 

$14,502,000 

NM 

12 

$4,487,857 

NV 

12 

$5,510,000 




246 


FY 09 Veterans Health Administration Non- 
Recurring Maintenance (NRM)/Energy 
ARRA Spend Plan — By State — Continued 

AARA Overview 


State 

Number of 
Projects 

ARRA Funding 

NY 

104 

$109,562,683 

OH 

15 

$39,643,331 

OK 

9 

$4,554,000 

OR 

25 

$7,125,338 

PA 

30 

$46,432,830 

PR 

9 

$7,878,675 

RI 

4 

$11,550,000 

SC 

3 

$4,454,652 

SD 

25 

$7,503,657 

TBD 

5 

$140,722,000 

TN 

18 

$18,593,038 

TX 

48 

$43,045,375 

UT 

9 

$4,527,857 

VA 

12 

$15,417,013 

VT 

3 

$8,885,125 

WA 

43 

$22,932,883 

WI 

28 

$17,925,024 

WV 

18 

$20,184,773 

WY 

14 

$8,890,000 

Total 

956 

$1,085,672,6521 


lr The total funding for projects included in these plans is slight- 
ly more than the ARRA funds provided in order to account for 
the potential slippage of projects due to unforeseen technical 
issues. 
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$372 

$708 

$372 

$3,512 

$8,147 

$8,147 

$16,294 

$1,415 

$475 

$1,890 

$470 

$470 

$330 

$331 

$260 

$325 

$1,246 

$17,109 

$17,109 

o 

(N 

i—l 

■60- 

$1,204 

$8,680 

$372 

$708 

$372 

$3,512 

$8,147 

$8,147 

$16,294 

$1,415 

$475 

$1,890 

$470 

$470 

$330 

i—l 

CO 

CO 

$260 

$325 

$1,246 

$17,109 

$17,109 

O 

<N 

i—l 

■60- 

$1,204 

$8,680 

Emergency Generator, Etc. 

Fire Lane, Hydrant and Lighting 

Emergency Generator, Etc. 

Total — Missouri 

100-Bed NHC (New) 

100-Bed NHC (New) 

Total — North Carolina 

Multipurpose Room Addition 

HVAC Replacement, Phase 2 

Total — New Jersey 

Emergency Generator and System Upgrade 

Total — New York 

Security Upgrades, Phase 1 

Security Upgrades, Phase 2 

Kitchen Upgrade — Secrest Hall 

Corridor Renovation 

Total — Ohio 

112-Bed DOM Replacement + 8 Additional 
Beds 

Total — Pennsylvania 

General Renovations 

Total — Rhode Island 

160-Bed NHC (New) 

00 

00 

05 


CO 

1— 1 

11 


LO 

LO 


T— 1 



CM 

05 

05 


ZD 


i—l 


i—l 

MO 

MO 

MO 

NC 

ON 

NJ 

NJ 

NY 

HO 

HO 

HO 

HO 

PA 

s 

TX 

St. James 

Cape Girardeau 

Mexico 

Pending — Eastern 

Pending — Western 

Paramus 

Paramus 

Stony Brook 

Georgetown 

Georgetown 

Sandusky 

Sandusky 

Spring City 

Bristol 

Tyler 

15 

15 

15 

ZD 

ZD 

CO 

CO 

CO 

10 

10 

10 

10 


i—l 

17 
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funding because they are estimates and may be adjusted based upon actual costs as projects are complete! 
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FY 2009 Grants for State Extended Care 
Facilities ARRA Spend Plan 

ARRA Overview 


State 

Number of 
Projects 

ARRA Funding 

AZ 

2 

$19,035 

CO 

1 

$2,045 

CT 

1 

$5,397 

FL 

1 

$3,250 

GA 

1 

$715 

IA 

2 

$3,104 

IL 

4 

$12,803 

IN 

1 

$869 

MA 

1 

$793 

ME 

2 

$707 

MI 

1 

$704 

MN 

1 

$4,799 

MO 

7 

$3,512 

NC 

2 

$16,294 

NJ 

2 

$1,890 

NY 

1 

$470 

OH 

4 

$1,246 

PA 

1 

$17,109 

RI 

1 

$1,204 

TX 

4 

$34,720 

UT 

2 

$13,218 

VA 

1 

$372 

WI 

6 

$6,666 

Total 

49 

$150,922* 


1 Grant costs exceed ARRA funding because they are estimates 
and may be adjusted based upon actual costs as projects are com- 
pleted. 
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Veterans Benefits Administration — Hiring Temporary Claims Processors 

Expenditure Plan 

VBA: $150M Recovery Act Hiring Temporary Claims Processors Operating Plan 
TAFS: 0150B1 

(Dollars in thousands — 000s) 


FY 2009 

Total 

Cumulative 

FTE 

Monthly 
Payroll ($K) 

Monthly Non 
Payroll ($K) 

Monthly Total 
Obligations 
($K) 

Apr 

248 

$2,009 

$2,729 

$4,738 

May 

539 

$3,029 

$4,379 

$7,408 

Jun 

831 

$4,296 

$4,379 

$8,675 

Jul 

1,133 

$5,656 

$4,379 

$10,034 

Aug 

1,435 

$6,312 

$4,379 

$10,691 

Sep 

1,5002 

$6,824 

$4,379 

$11,203 

FYTD (SEP) 

476 

$28,125 

$24,623 

$52,748 


FY 2010 

Total 

Cumulative 

FTE 

Monthly 
Payroll ($K) 

Monthly Non 
Payroll ($K) 

Monthly Total 
Obligations 
($K) 

Oct 

1,500 

$6,953 

$955 

$7,908 

Nov 

1,500 

$6,718 

$956 

$7,673 

Dec 

1,500 

$7,260 

$956 

$8,216 

Jan 

1,500 

$6,965 

$956 

$7,921 

Feb 

1,500 

$6,708 

$956 

$7,664 

Mar 

1,500 

$7,556 

$956 

$8,512 

Apr 

1,500 

$7,289 

$956 

$8,244 

May 

1,500 

$7,020 

$956 

$7,975 

Jun 

1,500 

$7,311 

$956 

$8,267 

Jul 

1,500 

$7,323 

$956 

$8,279 

Aug 

1,500 

$7,335 

$956 

$8,291 

Sep 

1,500 

$7,347 

$956 

$8,302 

FYTD (SEP) 

1,500 

$85,784 

$11,467 

$97,252 

Grand Total 


$113,910 

$36,090 

$150,000 


$150M 0150B1 

U.S. Department of Veterans Affairs, Veterans Benefits Administration 
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Veterans Benefits Administration — Support for Economic Recovery 
Payments Expenditure Plan 

VBA: $7.1M Recovery Act Veteran Economic Recovery Payments 
TAFS: 0150R1 

(Dollars in thousands — 000s) 


FY 2009 

Total 

Cumulative 

FTE 

Monthly 
Payroll ($K) 

Monthly Non 
Payroll ($K) 

Monthly Total 
Obligations 
($K) 

Apr 

5 

$198 


$198 

May 

9 

$189 

$4,729 

$4,918 

Jun 

12 

$198 

$1,260 

$1,458 

Jul 

13 

$156 


$156 

Aug 

13 

$81 


$81 

Sep 

14 

$85 


$85 

FYTD (SEP) 

14 

$907 

$5,989 

$6,896 


FY 2010 

Total 

Cumulative 

FTE 

Monthly 
Payroll ($K) 

Monthly Non 
Payroll ($K) 

Monthly Total 
Obligations 
($K) 

Oct 

8 

$45 



Nov 

7 

$25 



Dec 

6 

$28 



Jan 

5 

$15 



Feb 

5 

$14 



Mar 

5 

$16 



Apr 

4 

$12 



May 

4 

$9 



Jun 

4 

$10 



Jul 

4 

$10 



Aug 

3 

$10 



Sep 

3 

$8 



FYTD (SEP) 

3 

$203 



Grand Total 


$1,110 

$5,989 

$7,100 


$7.1M 0150R1 

U.S. Department of Veterans Affairs, Veterans Benefits Administration 
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$53,852 

$20,643 
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$9,539 
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Headstones/Markers and 
Gravesites 

Concrete pad under fill pile 

Install new floral and activities 
signage 

Modify Public Information 
Center lighting 

Repair sidewalk at Committal 
Shelter 

Replace windows in 
Maintenance Building 

Challenger Lifts 

Utility Vehicle w/Casket Carrier 

Tire Changer 

Mower 

Total — Nebraska 

Union Monument, 1879 

Confederate POW Dead 
Monument, 1910 

Total — New Jersey 

Top Dresser 

Tamper 

Lowering Device 

Install mezzanine in 

Maintenance Bldg 
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Two burners to thaw frozen 
ground 

Two 4x4 dump trucks 

Air compressor w/jackhammer 

5 Utility Vehicles 

Interment vehicle 

Remove/Repl All Roads at 

Cypress Hills & Union Plot 

Remove/Repl All Roads at 

Cypress Hills & Union Plot 

Eagle Monument, 1934 

French Monument, ca. 1920 

Utility vehicle 

Mower 

Mower 

Dump Truck 

Utility Tractor 

Snow blower attachment for 
Utility Tractor 

Total — New York 
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Behind 
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Gas Powered 
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FY 09 National Cemetery Administration (NCA)/Energy ARRA Spend Plan 

National Cemetery Administration ARRA Spending by Category 



Qty 

Totals 

All Energy 
Related 
Projects 

Renewable 

Energy 

Percentage 
of Total 

Renewable Energy (Solar, 
Wind, Biomass, Geo- 
thermal) 

3 

$3,640,000 

$3,640,000 

$3,640,000 

7% 

Heating, Ventilation, and 

Air Conditioning 

1 

$60,720 

$60,720 



0% 

Roads, Paving, and 

Grounds Projects 

52 

$8,376,480 





17% 

Safety, Security and Fire 
Alarms 

2 

$16,000 





0% 

Energy Conservation 

9 

$2,019,000 

$2,019,000 

— 

4% 

Building Infrastructure 

3 

$305,000 

— 

— 

1% 

Monument and Memorial 
Repair 

49 

$4,380,000 





9% 

National Shrine 

19 

$23,629,386 

— 

— 

47% 

Interior Renovation 

12 

$516,920 

— 

— 

1% 

Exterior Renovations 

25 

$970,552 

— 

— 

2% 

Equipment 

216 

$5,970,942 

— 

— 

12% 

Other 

4 

$115,000 

— 

— 

0% 

Total 

395 

$50,000,000 

$5,719,720 

$3,640,000 

100% 


Heating, Ventilation, and 
Air Conditioni ng , $60 ,720 

Renewable Energy (Solar, 

Wind, Biomass, 

Geothermal), $3,640,000 other $115 000* 


Equipment, $5, 970, 942- 


Exterior Renovations 
$970,552 


Roads, Paving, and 
Grounds Projects, 
$8,376,480 



Safety, Security and Fire 
Alarms, $16,000 


Energy Conservation, 
$2,019,000 


Building Infrastructure, 
$305,000 


Monument and Memorial 
Repair, $4,380,000 


Interior Renovation, 
$516,920 


National Shrine, 
$23,629,386 
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FY 2009 National Cemetery Administration 
(NCA)/Energy ARRA Spend Plan 1 

ARRA Overview 


State 

Number of 
Projects 

ARRA Funding 

AK 

1 

$10,000 

AL 

3 

$70,000 

AR 

7 

$82,600 

AZ 

6 

$352,005 

CA 

24 

$10,156,412 

CO 

9 

$266,460 

CT 

0 

— 

DC 

0 

— 

DE 

0 

— 

FL 

13 

$543,000 

GA 

1 

$100,000 

HI 

3 

$192,574 

IA 

2 

$15,881 

ID 

0 

— 

IL 

17 

$2,468,620 

IN 

14 

$683,437 

KS 

10 

$822,000 

KY 

16 

$946,767 

LA 

3 

$74,000 

MA 

4 

$1,809,802 

MD 

8 

$517,985 

ME 

3 

$842,000 

MI 

12 

$165,341 

MN 

7 

$692,000 

MO 

16 

$1,731,401 

MS 

4 

$138,400 

MT 

0 

— 

NC 

10 

$312,000 

ND 

0 

— 

NE 

10 

$835,312 

NH 

0 

— 

NJ 

2 

$290,000 

NM 

11 

$588,394 

NV 

0 

— 

NY 

20 

$4,352,288 
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FY 2009 National Cemetery Administration 
(NCA)/Energy ARRA Spend Plan 1 — Continued 

ARRA Overview 


State 

Number of 
Projects 

ARRA Funding 

OH 

11 

$736,328 

OK 

10 

$213,950 

OR 

13 

$406,593 

PA 

7 

$326,336 

PR 

6 

$197,250 

RI 

0 

— 

SC 

14 

$256,500 

SD 

14 

$1,190,000 

TBD 

2 

$1,845,000 

TN 

15 

$832,000 

TX 

39 

$11,300,828 

UT 

0 

— 

VA 

12 

$2,448,883 

VT 

0 

— 

WA 

4 

$135,219 

WI 

9 

$980,913 

wv 

3 

$71,522 

WY 

0 

— 

Total 

395 

$50,000,000 


1 The following NCA activities are included under the general 
heading of “Monument and Memorial Repairs and Energy 
Projects”: (1) national shrine projects to raise, realign, and clean 
headstones/markers and repair sunken graves at various locations 
across the country; (2) repairs to historic monuments and memo- 
rials at national cemeteries; (3) projects for repairing roads, build- 
ings, and other cemetery infrastructure at locations nationwide; 
(4) equipment purchases for cemetery operations; and (5) projects 
that conserve energy and water through the use of wind turbines, 
solar power and other measures. 
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Information Technology Recovery Expenditure Plan 
U.S. Department of Veterans Affairs 


Chapter 33— Post-9/11 GI Bill 

Funding Requirement 

Cost 

Description 

Project infrastructure, con- 
figuration management, 
application development, 
testing, and training 

$46,925,000 

SPAWAR to provide the necessary re- 
sources and support infrastructure to 
manage the strategic, tactical, business 
and technical components of the program 
execution; to design, procure, install, and 
configure the necessary hardware, oper- 
ating systems, and network infrastructure; 
to design, develop, implement, and main- 
tain the necessary data integration infra- 
structure; and to develop and execute all 
testing efforts to support the end-to-end 
development, deployment, and mainte- 
nance of the system. 

Operations 

$1,075,000 

Provide on-going life cycle solution man- 
agement and maintenance support for the 
solution. 

New Hires for VA 

$500,000 

Additional IT staff will be hired to support 
field station and program management 
personnel in planning and administering 
the execution of the Chapter 33 program. 




Chapter 33 Subtotal 

$48,500,000 



Paperless Processing of Veterans Benefits 

Funding Requirement 

Cost 

Description 




Network upgrades for VBA 
infrastructure 

$1,500,000 

Partial funding for the required network 
upgrades to stabilize the VBA network. 
Redesign continues with the upgrade of 

DS3 circuits to all regional offices and se- 
lected outbased sites. 




Paperless Subtotal 

$1,500,000 



VETSNET — Economic Recovery Payment Capabilities 

Funding Requirement 

Cost 

Description 




Modifications to existing 
Compensation and Pen- 
sion payment application 

$100,000 

Modifications to the existing application in 
the Veterans Service Network 
(VETSNET), VA’s primary Compensation 
and Pension payment system. 

VETSNET Subtotal 

$100,000 





Grand Total 

$50,100,000 
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Prologue 


A s the global war on terrorism enters its eighth year and the conflict in Iraq 
approaches its sixth year, servicemen and -women continue to experience 
traumatic effects as they are placed in harm’s way. Since fighting began in 
Afghanistan in October 2001, and in Iraq in March 2003, more than 4,000 
service members have made the ultimate sacrifice and more than 40,000 more have 
been wounded. The sacrifices these brave soldiers, sailors, airmen, marines, and coast- 
guardsmen have made will leave them dealing with a lifetime of both visible and in- 
visible wounds. It is for these men and women and the millions who came before 
them that we set out each year to assess the health of the one federal department 
whose sole task it is to care for them and their families. 

The Independent Budget is based on a systematic methodology that takes into ac- 
count changes in the size and age of the veteran population, cost-of-living adjust- 
ments, federal employee staffing, wages, medical care inflation, construction needs, 
the aging health-care infrastructure, trends in health-care utilization, benefit needs, ef- 
ficient and effective means of benefits delivery, and estimates of the number of veter- 
ans and their spouses who will be laid to rest in our nation’s cemeteries. 

As it becomes more and more likely that the global war on terrorism will be long, with 
dangers from unexpected directions and enemies who are creative and flexible in plan- 
ning and executing attacks on our citizens and on our friends, our nation must con- 
tinue to provide for those who serve in our defense. Additionally, we must be 
cognizant of the current fiscal realities in a time of turbulent and rapidly fluctuating 
economic conditions that may compel veterans of past service to seek health care and 
benefits from the Department of Veterans Affairs (VA). 

With this reality ever present in our minds, we must do everything we can to ensure 
that VA has all the tools it needs to meet the challenges of today and the problems of 
tomorrow. Our sons, daughters, brothers, sisters, husbands, and wives who 
serve in the darkest corners of the world, keeping the forces of anarchy, hatred, 
and intolerance at bay, need to know that they will come home to a nation that re- 
spects and honors them for their service, while also providing them with the best med- 
ical care to make them whole, the best vocational rehabilitation to help them 
overcome employment challenges created by injury, and the best claims processing 
system to deliver education, compensation, and survivors’ benefits in a minimum 
amount of time with the greatest accuracy to those most harmed by their service to 
our nation. 

( Continued) 
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Prologue 


We are proud that The Independent Budget has gained the respect that it has over its 23-year history. 
The coauthors of this important document — AMVETS, Disabled American Veterans, Paralyzed Veter- 
ans of America, and the Veterans of Foreign Wars of the United States — work hard each year to ensure 
that The Independent Budget is the voice of responsible advocacy and that our recommendations are 
based on facts, rigorous analysis, and sound reasoning. 

We hope that each reader approaches this document with an open mind and a clear understanding that 
America’s veterans should not be treated as the refuse of war, but rather as the proud warriors they are. 



James B. King 

National Executive Director 

AMVETS 



Homer S. Townsend, Jr. 
Executive Director 
Paralyzed Veterans of America 


David W. Gorman 
Executive Director 
Disabled American Veterans 


Robert E. Wallace 
Executive Director 
Veterans of Foreign Wars 
of the United States 
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Guiding Principles 


Veterans must not have to wait for benefits to which they are entitled. 

Veterans must be ensured access to high-quality medical care. 

Veterans must be guaranteed timely access to the full continuum of health-care 
services, including long-term care. 

Veterans must be assured burial in state or national cemeteries in every state. 

Specialized care must remain the focus of the Department of Veterans Affairs (VA). 

VA’s mission to support the military medical system in time of war or national 
emergency is essential to the nation’s security. 

VA’s mission to conduct medical and prosthetic research in areas of veterans’ 
special needs is critical to the integrity of the veterans’ health-care system and to 
the advancement of American medicine. 

VA’s mission to support health professional education is vital to the health of all 
Americans. 


Guiding Principles 


Guiding Principles 




293 


Dedication 


T he veterans service organizations that collectively author The Independent Budget wish to 
acknowledge and express our deep appreciation to Mr. Richard Fuller for his guidance and 
many contributions to this document over the years. Richard, who worked for Paralyzed Vet- 
erans of America for almost 20 years, died in February 2008 after a prolonged illness. 

A tireless advocate for veterans, Richard dedicated himself to ensuring that all men and women who 
have served in the uniform of this nation have access to the highest quality health care and receive 
the benefits to which they are entitled. For many years as the lead author of the Medical Care sec- 
tion of The Independent Budget , Richard worked to ensure the document reflected the highest de- 
gree of professionalism, technical expertise, and compassion. 

Richard embodied the true meaning of “citizen soldier.” A graduate of Duke University; a veteran of 
the United States Air Force with service in Vietnam, Thailand, and Okinawa as a Vietnamese linguist; 
and as an advocate for his fellow service members his entire professional life, he set a standard for 
excellence and dedication that will remain at the heart of The Independent Budget. 



James B. King 

National Executive Director 

AM VETS 



Plomer S. Townsend, Jr. 
Executive Director 
Paralyzed Veterans of America 


David W. Gorman 
Executive Director 
Disabled American Veterans 


Robert E. Wallace 
Executive Director 
Veterans of Foreign Wars 
of the United States 
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Introduction 


O nce again, the four veterans service organizations who coauthor The Independent 
Budget (IB) — AMVETS, Disabled American Veterans, Paralyzed Veterans of Amer- 
ica, and the Veterans of Foreign Wars — offer budget and program recommenda- 
tions for the Department of Veterans Affairs (VA) based upon our unique expertise 
and experience concerning the resources that will be necessary to meet the needs 
of America’s veterans in fiscal year (FY) 2010. In fact, this FY 2010 issue of the IB represents 
the 23rd consecutive year that this partnership of veterans service organizations has joined to- 
gether to produce a comprehensive budget document that highlights the needs of elderly vet- 
erans and those of the younger men and women who join their ranks each year as they return 
from the conflicts in Afghanistan and Iraq and other hostile areas around the world. 

Thousands of men and women who have sacrificed themselves in the global war on terrorism are 
returning home. These brave men and women are relying on VA health-care and benefits systems 
to help rebuild their lives and become productive members of society. Currently, according to in- 
formation released by the VA on October 29, 2008, America’s current veteran population is pro- 
jected to be 23,442,000, which includes 1,802,000 females. Of the 23,442,000, 7.8 million 
veterans are enrolled in the VA health-care system. According to VA data, 5.5 million veterans are 
identified as unique individual patients who actually received care in VA facilities in 2007. Also, 
2.95 million veterans receive disability compensation for injuries they received while on active 
duty. In addition, 333,196 spouses of deceased veterans rely on VA’s dependency and indemnity 
compensation for the costs of everyday life. 

The Veterans Health Administration, similar to private sector health-care providers and other 
federal health-care programs, including Medicare, Medicaid, and TRICARE, is facing grow- 
ing demand for services, as the country ages and medical treatment and administrative costs 
spiral upward. In addition to increasing medical operational costs, almost 40 percent of Amer- 
ica’s veterans are 65 years of age or older. This group of elderly veterans has an increased de- 
mand for VA health and long-term-care services. Additionally, the influx of new, and often 
severely disabled, veterans entering the VA system brings new demands for care. These age-re- 
lated, economic, and new patient factors make accurate resource forecasting difficult but more 
important each year. 

Year after year, the coauthors of The Independent Budget review VA workload information and 
medical and administrative cost data and then call upon Congress to provide funding neces- 
sary to meet the health-care needs of veterans and to do so in a timely manner. Unfortunately, 
Congress historically has been unable to complete the VA appropriation process prior to the 
beginning of the new fiscal year. The IB offers reasonable solutions to this serious budget-tim- 
ing problem — through either a mandatory or an advance appropriation process. The IB ’s goal 
is to secure sufficient, timely, and predictable funding that allows VA to conduct effective plan- 
ning and provide quality services. 


Introduction 


1 


Introduction 



Introduction 


300 


Introduction 


With regard to veterans’ benefits, the IB recommends that VA fast-track real steps that will help ameliorate nag- 
ging barriers to claims processing. Continuing studies to find solutions must be replaced by real action plans that 
produce positive results. These action steps must be implemented before VA’s claims system becomes further 
mired in its own red tape and ultimately collapses under its own weight. Veterans and their families deserve 
prompt decisions regarding the benefits for which they have shed their blood. These benefits are part of a covenant 
between our nation and the men and women who have defended it. Veterans have fulfilled their part of the 
covenant; now VA must avoid further delay and move forward to meet its obligations in a timely manner. 

The Independent Budget for Fiscal Year 2010 provides recommendations for consideration by our nation’s deci- 
sion makers that are based on rigorous and rational methodology designed to support the Congressionally au- 
thorized VA programs that serve our nation’s veterans. The Independent Budget veterans service organizations 
are proud that more than 60 veteran, military, medical service, and disability organizations have signed on in sup- 
port of this IB. Our primary purpose is to inform and encourage the United States government to provide the nec- 
essary resources to care for the men and women who have answered the call of our country and taken up arms 
to protect and defend our way of life. 


VA Accounts FY 2010 (Dollars In Thousands) 


FY 2009 Appropriation 

FY 2010 IB 

Veterans Health Administration 



Medical Services 

30,969,903 

36,572,421 

Medical Support and Compliance 

4,450,000 

4,584,964 

Medical Facilities 

5,029,000 

5,402,015 

Subtotal Medical Care, Discretionary 

40,448,903 

46,559,400 

Medical Care Collections 

2,544,000 


Total, Medical Care Budget Authority (including Medical Collections) 

42,992,903 

46,559,400 

Medical and Prosthetic Research 

510,000 

575,000 

Total, Veterans Health Administration 

40,958,903 

47,134,400 

General Operating Expenses 



Veterans Benefits Administration 

1,466,095 

1,629,230 

General Administration 

335,772 

353,552 

Total, General Operating Expenses 

1,801,867 

1,982,782 

Departmental Admin and Misc. Programs 



Information Technology 

2,489,391 

2,713,058 

National Cemetery Administration 

230,000 

291,500 

Office of Inspector General 

87,818 

90,719 

Total, Dept. Admin, and Misc. Programs 

2,807,209 

3,095,277 

Construction Programs 



Construction, Major 

923,382 

1,123,000 

Construction, Minor 

741,534 

827,000 

Grants for State Extended-Care Facilities 

175,000 

250,000 

Grants for Construction of State Veterans Cemeteries 

42,000 

52,000 

Total, Construction Programs 

1,881,916 

2,252,000 

Other Discretionary 

158,926 

163,217 

Total, Discretionary Budget Authority (Including Medical Collections) 

50,152,821 

54,627,676 

Cost for Priority Group 8 Veterans Denied Enrollment 

375,000* 

544,200** 

"The FY 2009 Appropriations Bill provided $375 million to expand enrollment for Priority Group 8 veterans by 1 0 percent 


"Cost for Priority Group 8 veterans based on known total cumulative number denied enrollment since 2003 (approximately 565,000 veterans) and a utilization rate of approximately 25 percent 
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Benefit 

Programs 

T hrough the Department of Veterans Affairs ( VA), our nation’s veterans are provided a 
comprehensive range of benefits. Included are disability compensation, dependency 
and indemnity compensation (DIC), pensions, vocational rehabilitation and employ- 
ment, education benefits, housing loans, ancillary benefits for service-connected disabled vet- 
erans, life insurance, and burial benefits. 

Disability compensation payments fulfill our primary obligation to attempt to make up for the eco- 
nomic and other losses veterans suffer as a result of the effects of service-connected diseases and 
injuries. When service members are killed on active duty or veterans’ lives are cut short by serv- 
ice-connected injuries or following a substantial period of total service-connected disability, eligi- 
ble family members receive DIC. Veterans’ pensions provide a measure of financial relief for needy 
veterans of wartime service who are totally disabled as a result nonservice-connected causes or who 
have reached 65 years of age. Death pensions are paid to needy eligible survivors of wartime vet- 
erans. Burial benefits assist families in meeting a portion of the costs of veterans’ funerals and buri- 
als and provide for burial flags and grave markers. Miscellaneous assistance includes other special 
allowances for smaller select groups of veterans and dependents and attorney fee awards under 
the Equal Access to Justice Act. Congress has also authorized special programs to provide a 
monthly financial allowance, health care, and vocational rehabilitation for the children of some 
Vietnam and Korean war veterans who suffer from spina bifida and other birth defects. 

In recognition of the disadvantages that result from a life of military service, Congress has au- 
thorized various benefits to assist veterans in their readjustment to civilian life. These read- 
justment benefits provide veterans financial assistance for education or vocational 
rehabilitation programs and provide seriously disabled veterans financial assistance for spe- 
cially adapted housing and automobiles. Education benefits are also available for children and 
spouses of those who die on active duty, of those are permanently and totally disabled, or of 
those who die as a result of service-connected disability. Qualifying students pursuing VA ed- 
ucation or rehabilitation programs may receive work-study allowances. For temporary fi- 
nancial assistance to veterans undergoing vocational rehabilitation, loans are available from 
the vocational rehabilitation revolving fund. 

Under its home loan program, VA guarantees commercial home loans for veterans, certain sur- 
viving spouses of veterans, certain service members, and eligible reservists and National Guard 
members. VA also makes direct loans to supplement specially adapted housing grants and 
direct housing loans to Native Americans living on trust lands. 

Under several different plans, VA offers life insurance to eligible veterans, disabled veterans, 
and members of the Retired Reserve. A group plan also covers service members and members 
of the Ready Reserve and their family members. Mortgage life insurance protects veterans 
who have received VA specially adapted housing grants. 
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Benefit Programs 


COMPENSATION AND PENSIONS 

Compensation 


Annual Cost-of-Living Adjustment: 

Congress should provide a cost-of-living adjustment ( COLA) for compensation 
and dependency and indemnity compensation (DIC) benefits. 


O n average, veterans with service-connected dis- 
abilities earn less than those who were not dis- 
abled in service to America. Compensation is intended 
to replace lost earning capacity. However, each year in- 
creasing consumer prices erode the value of compensa- 
tion and increase the hardship on those who have 
already sacrificed much for our nation. Further, the 
families of those who died in service or from service- 
connected disabilities depend on the small monthly 
stipend granted them by a grateful nation. 

Compensation and DIC rates are modest — inflation 
erodes this fixed income and has a detrimental impact on 
its recipients. These benefits must therefore be regularly 


adjusted to keep pace with increases in the cost of living. 
Observant of this need, Congress has traditionally ad- 
justed compensation and DIC rates to be equal to the 
annual adjustment for Social Security benefits. However, 
timely action by Congress is not guaranteed. 


Recommendation: 

Congress should enact legislation that automatically 
adjusts compensation and dependency and indemnity 
compensation by a percentage equal to the increase re- 
ceived by Social Security recipients in order to offset 
the rise in the cost of living. 




Full Cost-of-Living Adjustment for Compensation: 

Congress must provide cost-of-living adjustments (COLAs) equal to the annual increase in the cost 
of living without rounding down such increases to the next whole dollar. 


C ongress increases disability compensation and de- 
pendency and indemnity compensation (DIC) rates 
each year in an attempt to keep pace with the cost of liv- 
ing. However, as a temporary measure to reduce the 
budget deficit, Congress enacted legislation in 1978 to 
round monthly payments down to the nearest whole dol- 
lar after adjustment for increases in the cost of living. Find- 
ing this a convenient way to meet budget reconciliation 
targets and fund spending for other purposes, Congress 
refuses to break its recurring habit of extending this pro- 
vision, even in the face of prior budget surpluses. Inexpli- 
cably, VA has recommended that Congress make 
round-down monthly payment increases a permanent part 
of the law. 

The cumulative effect of this practice over 30 years has 
eroded and will continue to substantially erode the value 
of compensation and DIC. This continued practice is en- 


tirely unjustified. It robs monies from the benefits of some 
of our most deserving veterans and their dependents and 
survivors who have no choice but to rely on modest VA 
compensation for life’s necessities. 


Recommendations: 

Congress should reject any recommendations to per- 
manently extend provisions for rounding down com- 
pensation cost-of-living adjustments and allow the 
temporary round-down provisions to expire on their 
statutory sunset date. 

In the alternative, Congress should enact a one-time ad- 
justment to ensure that veterans and the survivors of those 
who gave the ultimate sacrifice in service to our nation 
again receive the full value of benefits intended by a grate- 
ful nation. 
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Standard for Service Connection: 

Standards for determining “service connection” should remain grounded in current law. 


A member of the armed forces on active duty is at the 
disposal of military authority and, in effect, serves 
on duty 24 hours a day, 7 days a week. 

Under many circumstances, a service member may be 
directly engaged in performing various duties for far 
more extended periods than a typical eight-hour work- 
day and may be on call or standing by for duty the re- 
mainder of the day. Other circumstances require service 
members to live with their unit 24 hours a day, such as 
when on duty on naval vessels or at remote military 
outposts. There is no distinction between “on duty” 
and “off duty” for purposes of legal status in Amer- 
ica’s military service, nor is there any clear demarca- 
tion between the two. In the overall military 
environment, there are rigors, physical and mental 
stresses, known and unknown risks, and hazards un- 
like and far beyond those seen in civilian occupations. 

Compensation for “service-connected” disabilities or 
death is the core of veterans’ benefits. When disability or 
death results from injury or disease incurred or aggra- 
vated in the “line of duty,” the disability or death is serv- 
ice connected for purposes of entitlement to these 
benefits. “Line of duty” means “an injury or disease in- 
curred or aggravated during a period of active military, 
naval, or air service unless such injury or disease was the 
result of the veteran’s own willful misconduct or, for 
claims filed after October 31, 1990, was a result of his or 
her abuse of alcohol or drugs.” 1 Accordingly, any such 
occurrence during service that meets the current require- 
ments of law satisfies the criteria for service connection. 

These principles are expressly set forth in law. The term 
“service connected” means, with respect to disability 
or death, “that such disability was incurred or aggra- 
vated, or that the death resulted from a disability in- 
curred or aggravated, in the line of duty in the active 
military, naval, or air service.” The term “active mili- 
tary, naval, or air service” contemplates, principally, 
“active duty,” although duty for training qualifies 
when a disability is incurred during such period. The 


term “active duty” means “full-time” duty in the 
armed forces of the United States. 

For these reasons, current law requires only that an injury 
or disease be incurred or aggravated coincident with mil- 
itary service. There is no requirement that the veteran 
prove a causal connection between military service and a 
disability for which service-connected status is sought. 

In spite of these long-standing principles, some Con- 
gressional members have proposed the abolishment of 
these rules by replacing the “line of duty” standard with 
a strict “performance of duty” standard, under which 
service connection would not generally be granted un- 
less a veteran could offer proof that a disability was 
caused by the actual performance of military duty. 

Congress created the Veterans’ Disability Benefits 
Commission (VDBC) to carry out a study of “the ben- 
efits under the laws of the United States that are pro- 
vided to compensate and assist veterans and their 
survivors for disabilities and deaths attributable to mil- 
itary service, and to produce a report on the study.” 
After more than 30 months of meetings, study, analy- 
sis, and debate, the VDBC, in October 2007, unani- 
mously endorsed the current standard for determining 
service connection. 

The Independent Budget veterans service organizations 
believe that current standards governing service connec- 
tion for veterans’ disabilities and deaths are equitable, 
practical, sound, and time-tested. We urge Congress to 
reject any revision of this long-standing policy. 


Recommendation: 

Congress should reject all suggestions from any source 
to change the terms for service connection of veterans’ 
disabilities and deaths. 


>38 C.F.R. S 3.1(m). 
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Standard for Determining Combat-Veteran Status: 

Veterans should be presumed to have engaged in combat while serving in an active combat zone. 


C urrent law provides a relaxed evidentiary standard 
for those veterans who incurred disability or ex- 
perienced an event that causes a disability, while in 
combat with the enemy. This standard helps both vet- 
erans and the Department of Veterans Affairs. It helps 
veterans because it is often impossible to prove through 
documentary evidence that a disease or injury occurred 
while in combat. The law requires VA to accept as true 
a veteran’s statement that a particular injury or event 
occurred in combat. (This only relieves the burden of 
showing service incurrence. Medical evidence must still 
demonstrate that a disability currently exists and that 
it is related to service.) It helps VA because it relieves it 
from spending months or even years researching mili- 
tary records trying to prove that a disease, injury, or 
event occurred. 

Although VA states that evidence of combat is not lim- 
ited to certain documents, in practice, VA claims 
processors accept only evidence showing receipt of a 
certain military decoration 2 or military unit records. 
Unfortunately, many veterans who were in combat 
never received a medal on VA’s list. Further, unit 
records, if existent, are notoriously incomplete, vague, 
or both. These two factors (no combat medal or no ac- 
curate unit records) make it impossible for many com- 
bat veterans to obtain service connection for disabilities 
incurred in or caused by combat. 

If VA applied 38 U.S.C.A. section 1154 properly, these 
problems, and others, would be resolved. Section 
1154(a) reads in part: “[I]n each case where a veteran 
is seeking service-connection for any disability due con- 
sideration shall be given to the places, types, and cir- 
cumstances of such veteran’s service....” 3 Likewise, 
section 1154(b) states: 

In the case of any veteran who engaged in combat 
with the enemy in active service... the Secretary 
shall accept as sufficient proof of service-connec- 
tion of any disease or injury alleged to have been 
incurred in or aggravated by such service satisfac- 
tory lay or other evidence of service incurrence or 
aggravation of such injury or disease, if consistent 
with the circumstances, conditions, or hardships 
of such service, notwithstanding the fact that there 
is no official record of such incurrence or aggrava- 
tion in such service, and, to that end, shall resolve 


every reasonable doubt in favor of the veteran. 4 

Specific to post-traumatic stress disorder (PTSD) re- 
sulting from combat, VA has determined that service 
connection requires ( 1 ) medical evidence of the condi- 
tion; (2) credible supporting evidence that a claimed 
in-service stressor occurred; and (3) a link, established 
by medical evidence, between the diagnosis and the in- 
service stressor. 5 Section 3.304(f) appears on its face to 
be consistent with the statute by stating: 

If the evidence establishes that the veteran engaged 
in combat with the enemy and the claimed stres- 
sor is related to that combat, in the absence of clear 
and convincing evidence to the contrary, and pro- 
vided that the claimed stressor is consistent with 
the circumstances, conditions, or hardships of the 
veteran’s service, the veteran’s lay testimony alone 
may establish the occurrence of the claimed in-ser- 
vice stressor. 6 

It is evident that the provisions of the foregoing statute 
and regulation do not require validation by official mil- 
itary records of an in-service combat stressor. The law 
merely requires, absent “clear and convincing evidence 
to the contrary,” “ ‘credible,’ satisfactory lay or other 
evidence” of an in-service stressor “consistent with the 
circumstances, conditions, or hardships of the veteran’s 
service.” Congress made clear its intent of not requir- 
ing such proof to be in the form of official military 
records when it stated, “notwithstanding the fact that 
there is no official record of such incurrence or aggra- 
vation in such service.” In cases of combat-related 
PTSD, the incurrence of the disability is the actual ex- 
posure to the event; therefore, requiring proof through 
official records of the incurrence violates the law. 

Notwithstanding the plain language of the foregoing 
statute and regulation, VA has circumvented the law 
by conducting improper rulemaking through its gen- 
eral counsel and its adjudication procedures manual, 
M2 1-1 MR. Specifically, veterans are required to prove 
they engaged in combat as shown through official mil- 
itary records, thus contradicting the intent of the 
statute. VA Office of General Counsel Opinion 12-99 
reads in part: 

In order to determine whether VA is required to 
accept a particular veteran’s “satisfactory lay or 


6 


Independent Budget • Fiscal Year 2010 



305 


Benefit Programs 


other evidence” as sufficient proof of service con- 
nection, an initial determination must be made as 
to whether the veteran “engaged in combat with 
the enemy.” That determination is not governed by 
the specific evidentiary standards and procedures 
in section 1154(b), which only apply once combat 
service has been established. 7 

This general counsel opinion requires veterans to es- 
tablish by official military records or decorations that 
they “personally participated in events constituting an 
actual fight or encounter with a military foe or hostile 
unit or instrumentality.” Further, VA has promulgated 
internal instructions that arguably go beyond the gen- 
eral counsel’s opinion by instructing rating authorities 
as follows: 

Credible supporting evidence that an in-service 
stressor actually occurred includes not only evi- 
dence that specifically documents the veteran’s per- 
sonal participation in the event, but evidence that 
indicates the veteran served in the immediate area 
and at the particular time in which the stressful 
event is alleged to have occurred, and supports the 
description of the event. 8 

The M21-1 manual gives the following two “exam- 
ples” to VA adjudicators considering whether a vet- 
eran has submitted sufficient evidence of an in-service 
combat stressor: 

• When considered as a whole, evidence consisting 
of a morning report, radio log, and nomination for 
a Bronze Star may be sufficient to corroborate a 
veteran’s account of an event, even if it does not 
specifically include mention of the veteran’s name. 

• Unit records documenting the veteran’s presence 
with a specific unit at the time mortar attacks oc- 
curred may be sufficient to corroborate a veteran’s 
statement that she/he experienced such attacks per- 
sonally. 

These examples exceed statutory and regulatory re- 
quirements. By requiring official records to prove the 
“incurrence” of a disease or injury — the in-service 
stressor serving as the incurrence, or injury, in the case 
of PTSD — VA has effectively read “satisfactory lay or 
other evidence” out of the law, thereby exceeding its 
authority. 

For decades VA has required such proof before recog- 
nizing a claimant as a “combat veteran.” As a result, 
those who suffer a disease or injury resulting from 


combat are forced to provide evidence that may not 
exist or must wait a year or more while VA conducts 
research to determine whether a veteran’s unit engaged 
in combat. Many claims that satisfy the requirements 
of the statute are improperly denied. 

Congress should amend title 38, United States Code, 
section 1154(b) to clarify when a veteran is considered 
to have engaged in combat for purposes of determin- 
ing combat- veteran status. In the alternative, Congress 
could amend title 38, section 1101, and define who is 
considered to have engaged in combat with the enemy. 
It is hoped that such clarification would allow for uti- 
lization of nonofficial evidence — such as a veteran’s 
statement alone if the statement is “credible” and 
“consistent with the circumstances, conditions, or 
hardships” of the veteran’s service and is otherwise not 
contradicted by clear and convincing evidence — as 
proof of an in-service occurrence of a combat-related 
disease or injury, to include PTSD. 

This type of legislation would remove a barrier to the 
fair adjudication of claims for disabilities incurred or 
aggravated by military service in a combat zone. This 
legislation would follow the original intent of the law 
by requiring VA to accept as sufficient proof lay or 
other evidence that a veteran engaged in combat with 
the enemy as well as suffered a disease or injury as a re- 
sult of that combat, if consistent with that veteran’s 
service. 

Many veterans disabled by their service in Iraq and 
Afghanistan, and those who served in earlier conflicts, 
are unable to benefit from liberalizing evidentiary re- 
quirements found in the current version of the appli- 
cable statute, section 1154; and regulation, section 
3.304(f). This results because of difficulty, even im- 
possibility, in proving by official military documents 
personal participation in combat. 

Congressional staff conducting oversight visits in VA 
regional offices found claims that had been denied 
under this policy because those who served in combat 
zones had not been able to produce official military 
documentation of personal participation in combat via 
engagement with the enemy. The only possible resolu- 
tion to this problem, without amending section 1154 
or otherwise defining who is considered to have en- 
gaged in combat, is for the military to record the names 
and personal actions of every single soldier, sailor, air- 
man, marine, or coastguardsman involved in every sin- 
gle event — large or small — that constitutes combat 
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and/or engagement with the enemy on every battlefield. 
Such recordkeeping is impossible. 

In numerous cases, extensive delays in claims process- 
ing occur while VA adjudicators attempt to obtain of- 
ficial military documents showing participation in 
combat — documents that may never be located. With- 
out codifying whom VA considers to have engaged in 
combat, the VA will continue to apply criteria that un- 
lawfully exceed regulatory and statutory authority. 

Congress and VA must understand that the change re- 
quested herein would not open the proverbial flood- 
gates by forcing VA to accept every unsupported claim 
made by any veteran who served in a combat zone. 
With specific regard to occurrences of combat injuries 
and/or combat stressors, the law would still require a 
claimant to satisfy some evidentiary burden. Albeit, 
that evidentiary burden may, in some circumstances, 
solely be a lay statement. For example, if a military 
truck driver who served in Iraq stated, with clarity and 
detail, that his convoy came under attack, absent evi- 
dence to the contrary, such a statement may be ac- 
cepted without additional proof because the conditions 
and circumstances of the veteran’s service would have 
placed him or her directly in the line of fire for that 
type of attack. However, a unit mailroom clerk’s state- 
ment of the same would require additional proof of the 
event because the nature of that veteran’s service nor- 
mally may not include such circumstances. 

The legislative amendment requested herein would 
overturn VA’s internal requirement — a requirement 
inconsistent with the original intent of Congress in lib- 
eralizing the requirements for proof of service connec- 
tion in cases involving veterans who served in combat 
areas. The Senate noted in 1941, in the report on the 
original bill providing special consideration for com- 
bat veterans: “The absence of an official record of care 
or treatment in many of such cases is readily explained 
by the conditions surrounding the service of combat 
veterans.” 


It was emphasized in the hearings that the establish- 
ment of records of care or treatment of veterans in 
other than combat areas, and particularly in the states, 
was a comparatively simple matter when compared to 
that of veterans who served in combat. Either the vet- 
erans attempted to carry on despite their disability to 
avoid having a record made lest they be separated from 
their organization, or, as in many cases, the records 
themselves were lost. Likewise, many records are sim- 
ply never generated. Nowhere in the law has Congress 
ever required proof of combat exposure through offi- 
cial military records. 


Recommendation: 

Congress should clarify its intent by amending title 38, 
United States Code, section 1154(b), with respect to 
defining a veteran who engaged in combat for all pur- 
poses under title 38. 

In the alternative, Congress should enact legislation 
that extends 38 U.S.C. section 1154(b) to anyone who 
served in a war zone. This action would ease the evi- 
dentiary burden on veterans and time-consuming de- 
velopment by VA while leaving in place the need for 
the veteran to prove the existence of a disability and 
medical evidence connecting the disability to service. 


2 Air Force Achievement Medal with “ V” Device; Air Force Combat Action Medal; 
Air Force Commendation Medal with “V” Device; Air Force Cross; Air Medal 
with “V” Device; Army Commendation Medal with “V” Device; Bronze Star 
Medal with “V” Device; Combat Action Badge; Combat Action Ribbon (before 
February 1969, the Navy Achievement Medal with “V” Device was awarded.); 
Combat Aircrew Insignia; Combat Infantry/Infantryman Badge; Combat Medical 
Badge; Distinguished Flying Cross; Distinguished Service Cross; Joint Service Com- 
mendation Medal with “ V” Device; Medal of Honor; Navy Commendation Medal 
with “V” Device; Navy Cross; Purple Heart; Silver Star. VA Manual M21-1MR, 
Part IV, Subpart ii.l.D.13.d. 

3 38 U.S.C. § 1154(a) (West 2002). 

4 Ibid., § 1154(b) (emphasis added). 

5 38 C.F.R. § 3.304(f) (2007). 

‘Ibid., § 3.304(f)(1). 

WA Gen. Coun. Prec. 12-99, October 18, 1999. 

8 VA Manual M21-1MR, Part IV, Subpart ii, 1.D.13. 
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Concurrent Receipt of Compensation and Military Retired Pay: 

All military retirees should be permitted to receive military retired pay and 
VA disability compensation concurrently. 


M any veterans, retired from the armed forces 
based on longevity of service, must forfeit a por- 
tion of their retired pay earned through faithful per- 
formance of military service before they receive VA 
compensation for service-connected disabilities. This is 
inequitable — military retired pay is earned by virtue of 
a veteran’s career of service on behalf of the nation, ca- 
reers of no less than 20 years. 

Entitlement to compensation, on the other hand, is paid 
solely because of disability resulting from military serv- 
ice, regardless of the length of service. Most nondisabled 
military retirees pursue second careers after serving in 
order to supplement their income, thereby justly enjoy- 
ing a full reward for completion of a military career with 
the added reward of full civilian employment income. 
In contrast, military retirees with service-connected dis- 
abilities do not enjoy the same full earning potential. 
Their earning potential is reduced commensurate with 
the degree of service-connected disability. 

To put retirees disabled from service on equal footing 
with nondisabled retirees, VA should provide full mil- 
itary retired pay and compensation to account for re- 
duction of their earning capacity. To the extent that 
military retired pay and VA disability compensation 
now offset each other, the disabled retiree is treated less 
fairly than a nondisabled military retiree. Moreover, a 
disabled veteran who does not retire from military 


service but elects instead to pursue a civilian career after 
completing a service obligation can receive full VA com- 
pensation and full civilian retired pay — including re- 
tirement from any federal civil service. A veteran who 
performed 20 or more years of military service should 
have that same right. 

A disabled veteran should not suffer a financial penalty 
for choosing military service as a career rather than a 
civilian career, especially where in all likelihood a civil- 
ian career would have involved fewer sacrifices and 
greater rewards. Disability compensation to a disabled 
veteran should not be offset against military longevity 
retired pay. While Congress has made progress in re- 
cent years in correcting this injustice, The Independent 
Budget veterans service organizations believe the time 
has come to finally remove this prohibition completely. 


Recommendation: 

Congress should enact legislation to totally repeal the 
inequitable requirement that veterans’ military retired 
pay be offset by an amount equal to their rightfully 
earned VA disability compensation. To do otherwise re- 
sults in the government compensating disabled retirees 
with nothing for their service-connected disabilities. The 
Independent Budget veterans service organizations urge 
Congress to correct this continuing inequity. 


♦♦♦ 


Continuation of Monthly Payments for 
All Compensable Service-Connected Disabilities: 

Lump-sum settlements of disability compensation should be fully rejected. 


T he government pays disability compensation 
monthly to eligible veterans on account of, and at 
a rate commensurate with, diminished earning capac- 
ity resulting from the effects of service-connected dis- 
eases and injuries. By design, compensation provides 


relief from service-connected disability for the life of 
the condition’s disabling effects. The severity of dis- 
ability determines the rate of compensation, which usu- 
ally warrants reevaluation when changes in severity 
occur. 
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Lump-sum payments have been suggested as a way for 
the government to avoid the administrative costs of 
reevaluating service-connected disabilities and as a way 
to avoid future liabilities to qualified veterans when 
their disabilities worsen or cause secondary disabilities. 
Under such a scheme, the Department of Veterans Af- 
fairs would use the immediate availability of a lump- 
sum settlement to entice veterans to bargain away 
future benefits. Lump-sum payments are not in the best 
interests of disabled veterans. 

In its final report, the Veterans’ Disability Benefits 
Commission rejected the concept of paying a lump sum 
in lieu of recurring compensation because the “com- 
plexity of lump sum payments would likely be exces- 
sive and difficult for veterans to understand and 
accept.. .[b]e difficult and costly to administer... would 
have significant short-term impact on the budget of the 


United States [,] and the break-even point when the up- 
front costs would be offset by future savings would be 
many years in the future.... ” 9 The Independent Budget 
veterans service organizations strongly oppose any 
change in law to provide for lump-sum payments of 
compensation. 


Recommendation: 

Congress should reject any recommendation to permit 
VA to discharge its future obligation to compensate 
service-connected disabilities through payment of 
lump-sum settlements to veterans. 


9 Honoring the Call to Duty: Veterans’ Disability Benefits in the 21st Century, 
Veterans’ Disability Benefits Commission, October 2007, p. 278. 




Mental Health Rating Criteria: 

The Department of Veterans Affairs should compensate mental health 
disabilities on parity with physical disabilities. 


T wo recent studies, the first by the Center for Naval 
Analysis, Inc. (commissioned by the Veterans’ Dis- 
ability Benefits Commission ) 10 and second by the Econ- 
Systems (commissioned by the Department of Veterans 
Affairs ), 11 found that veterans who suffer from service- 
connected psychiatric disabilities suffer greater lost 
earnings at all levels than do veterans with nonpsychi- 
atric disabilities. VA should update its mental health rat- 
ing criteria to ensure that those veterans with 
service-connected psychiatric disabilities are equitably 
and appropriately evaluated. 


Recommendation: 

VA should propose a rule change in the Federal Regis- 
ter that would update the mental health rating criteria 
to more accurately reflect the severe impact that psy- 
chiatric disabilities have on veterans’ average earning 
capacity. 


10 Ibid., pp. 233, 473. 

n A Study of Compensation Payments for Service-Connected Disabilities, vol. 1. 
Economic Systems, Inc., September 2008, p. 31. 
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More Equitable Rules for Service 
Connection of Hearing Loss and Tinnitus: 

For combat veterans and those with military occupations that typically involved acoustic trauma, 
service connection for hearing loss or tinnitus should be presumed. 


M any veterans exposed to acoustic trauma during 
service, who are now suffering from hearing loss 
or tinnitus, are unable to prove service connection be- 
cause of inadequate testing procedures, lax examination 
practices, or poor recordkeeping. The presumption re- 
quested herein would resolve this long-standing injustice. 

The Institute of Medicine (IOM) issued a report in Sep- 
tember 2005 titled “Noise and Military Service: Impli- 
cations for Hearing Loss and Tinnitus.” The IOM 
found that patterns of hearing loss consistent with noise 
exposure can be seen in cross-sectional studies of mili- 
tary personnel. Because large numbers of people have 
served in the military since World War II, the total num- 
ber who experienced noise-induced hearing loss by the 
time their military service ended may be substantial. 

Hearing loss and tinnitus are common among combat 
veterans. The reason is simple: Combat veterans are 
typically exposed to prolonged, frequent, and excep- 
tionally loud noises from such sources as gunfire, tanks 
and artillery, explosive devices, and aircraft. Exposure 
to acoustic trauma is a well-known cause of hearing 
loss and tinnitus. Yet many combat veterans are not 
able to document their in-service acoustic trauma nor 
can they prove their hearing loss or tinnitus is due to 
military service. World War II veterans are particularly 


at a disadvantage because testing by spoken voice and 
whispered voice was universally insufficient to detect 
all but the most severe hearing loss. 

Audiometric testing in service was insufficient, and test- 
ing records are lacking for a variety of reasons. Congress 
has made special provisions for other deserving groups 
of veterans whose claims are unusually difficult to es- 
tablish because of circumstances beyond their control. 
Congress should do the same for veterans exposed to 
acoustic trauma, including combat veterans. Congress 
should instruct VA to develop a list of military occupa- 
tions that are known to expose service members to noise. 
VA should be required to presume noise exposure for 
anyone who worked in one of those military occupa- 
tions and grant service connection for those who now 
experience documented hearing loss or tinnitus. Further, 
this presumption should be expanded to anyone who is 
shown to have been in combat. 


Recommendation: 

Congress should enact a presumption of service-connected 
disability for combat veterans and veterans whose mili- 
tary duties exposed them to high levels of noise and who 
subsequently suffer from tinnitus or hearing loss. 




Compensable Disability Rating for Hearing 
Loss Necessitating a Hearing Aid: 

The VA disability -rating schedule should provide a minimum 1 0 percent disability 
rating for hearing loss that requires use of a hearing aid. 


T he VA Schedule for Rating Disabilities does not 
provide a compensable rating for hearing loss at 
certain levels severe enough to require hearing aids. 
The minimum disability rating for any hearing loss 
warranting use of a hearing aid should be 10 percent, 
and the schedule should be amended accordingly. 


A disability severe enough to require use of a prosthetic 
device should be compensable. Beyond the functional im- 
pairment and the disadvantages of artificial hearing 
restoration, hearing aids negatively affect the wearer’s 
physical appearance, similar to scars or deformities that 
result in cosmetic defects. Also, it is a general principle of 
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VA disability compensation that ratings are not offset by 
the function artificially restored by a prosthetic device. 
For example, a veteran receives full compensation for 
amputation of a lower extremity although he or she may 
be able to ambulate with a prosthetic limb. 

Providing a compensable rating for this condition 
would be consistent with minimum ratings provided 
elsewhere when a disability does not meet the rating 


formula requirements but requires continuous medica- 
tion. Such a change would be equitable and fair. 


Recommendation: 

VA should amend its Schedule for Rating Disabilities to 
provide a minimum 10 percent disability rating for any 
hearing loss medically requiring a hearing aid. 




Temporary Total Compensation Awards: 

Congress should exempt temporary awards of total disability 
compensation from delayed payment dates. 


A n inequity exists in current law controlling the be- 
ginning date for payment of increased compensa- 
tion based on periods of incapacity due to 
hospitalization or convalescence. Hospitalization ex- 
ceeding 21 days for a service-connected disability enti- 
tles the veteran to a temporary total disability rating 
of 100 percent. This rating is effective the first day of 
hospitalization and continues to the last day of the 
month of discharge from hospital. Similarly, where sur- 
gery for a service-connected disability necessitates at 
least one month’s convalescence or causes complica- 
tions or where immobilization of a major joint by cast 
is necessary, a temporary 100 percent disability rating 
is awarded effective on the date of hospital admission 
or outpatient visit. 

The effective date of temporary total disability ratings 
corresponds to the beginning date of hospitalization or 
treatment. However, title 38, United States Code, sec- 
tion 5111 delays the effective date for payment pur- 
poses until the first day of the month following the 
effective date of the increased rating. 


This provision deprives veterans of an increase in com- 
pensation to offset the total disability during the first 
month in which temporary total disability occurs. This 
deprivation and consequent delay in the payment of in- 
creased compensation often jeopardizes disabled veter- 
ans’ financial security and unfairly causes them hardship. 

The Independent Budget veterans service organizations 
urge Congress to enact legislation exempting these tem- 
porary total disability ratings, administered under title 
38, Code of Federal Regulations, sections 4.29 and 
4.30, from the provisions of title 38, United States 
Code, section 5111. 


Recommendation: 

Congress should amend the law to authorize increased 
compensation based on a temporary total rating for 
hospitalization or convalescence to be effective, for 
payment purposes, on the date of admission to the hos- 
pital or the date of treatment, surgery, or other cir- 
cumstances necessitating convalescence. 
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Pensions 

Pension for Nonservice-Connecteo Disability: 

Congress should extend basic eligibility for nonservice-connected pension benefits to veterans 
who serve in combat environments, despite no declaration of war. 


V eterans totally disabled from nonservice-connected 
conditions (or are at least 65 years old) with low 
income and wartime service are eligible to receive a 
modest pension. The amount of pension awarded is re- 
duced for every dollar of income received from any 
other source. It is designed to ensure that wartime vet- 
erans do not become charges on the public welfare. 

Under the Constitution, Congress is charged with de- 
claring war. However, in the past century large numbers 
of service members have been sent into many hostile 
areas around the world to conduct operations in sup- 
port of American foreign policy and to protect American 
interests. Typically, these military actions are not con- 
ducted under the umbrella of a declaration of war and 
not all are considered to be a “war” under VA regula- 
tions. 12 As a consequence, not all veterans who have 
been engaged in combat are eligible for a VA pension. 
Another factor to consider is that some expeditionary 
medals and combat badges are awarded to members of 


the armed forces who have served in hostile regions, in 
situations and circumstances other than those officially 
designated combat operations, or during a wartime era 
as declared by Congress. 


Recommendation: 

Congress should amend eligibility requirements in title 
38, United States Code, chapter 15 to authorize nonser- 
vice-connected disability pension benefits to veterans 
who have been awarded the Armed Forces Expedi- 
tionary Medal, Navy/Marine Corps Expeditionary 
Medal, Purple Heart, Combat Infantryman’s Badge, 
Combat Medical Badge, or Combat Action Ribbon for 
participation in military operations not falling within an 
officially designated or declared period of war. 


12 38 C.F.R. § 3.2. 




Dependency and Indemnity Compensation 


Increase of Dependency and Indemnity Compensation 
for Surviving Spouses of Service Members: 

Congress should increase rates of dependency and indemnity compensation (DIC) to survivors of 
active duty military personnel who die while on active duty. 


C urrent law authorizes the Department of Veterans 
Affairs to pay an enhanced amount of DIC, in ad- 
dition to the basic rate, to surviving spouses of veter- 
ans who die from service-connected disabilities after at 
least an eight-year period of the veteran’s total disabil- 
ity rating prior to death. However, surviving spouses of 
military service members who die on active duty re- 
ceive only the basic rate of DIC. This is inequitable be- 
cause surviving spouses of deceased active duty service 
members face the same financial hardship as survivors 


of deceased service-connected veterans who were to- 
tally disabled for eight years prior to their deaths. 


Recommendation: 

Congress should authorize disability and indemnity el- 
igibility at increased rates to survivors of deceased mil- 
itary personnel on the same basis as that for the 
survivors of totally disabled service-connected veterans. 
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Repeal of Offset against Survivor B enefit P lan: 

The current requirement that the amount of an annuity under the Survivor Benefit Plan (SBP) 
be reduced on account of and by an amount equal to dependency and indemnity 
compensation (DIC) is inequitable. 


A veteran disabled in military service is compensated 
for the effects of service-connected disability. When 
a veteran dies of service-connected causes, or follow- 
ing a substantial period of total disability from service- 
connected causes, eligible survivors or dependents receive 
DIC from VA. This benefit indemnifies survivors, in part, 
for the losses associated with the veteran’s death from 
service-connected causes or after a period of time when 
the veteran was unable, because of total disability, to ac- 
cumulate an estate for inheritance by survivors. 

Career members of the armed forces earn entitlement to 
retired pay after 20 or more years’ service. Unlike many 
retirement plans in the private sector, survivors have no 
entitlement to any portion of the member’s retired pay 
after his or her death. Under the SBP, deductions are made 
from the member’s retired pay to purchase a survivors’ 
annuity. This is not a gratuitous benefit. Upon the vet- 
eran’s death, the annuity is paid monthly to eligible ben- 
eficiaries under the plan. If the veteran died of other than 
service-connected causes or was not totally disabled by 


service-connected disability for the required time preced- 
ing death, beneficiaries receive full SBP payments. How- 
ever, if the veteran’s death was due to service or followed 
from the requisite period of total service-connected dis- 
ability, the SBP annuity is reduced by an amount equal to 
the DIC payment. Where the monthly DIC rate is equal 
to or greater than the monthly SBP annuity, beneficiaries 
lose all entitlement to the SBP annuity. 

This offset is inequitable because no duplication of ben- 
efits is involved. The offset penalizes survivors of mili- 
tary retired veterans whose deaths are under 
circumstances warranting indemnification from the 
government separate from the annuity funded by pre- 
miums paid by the veteran from his or her retired pay. 


Recommendation: 

Congress should repeal the offset between dependency and 
indemnity compensation and the Survivor Benefit Plan. 


♦♦♦ 


Retention of Remarried Survivors’ Benefits at Age 55: 

Congress should lower the age required for survivors of veterans who die from service-connected 
disabilities who remarry to be eligible for restoration of dependency and indemnity compensation 
(DIC) to conform with the requirements of other federal programs. 


C urrent law permits the Department of Veterans Af- 
fairs to reinstate DIC benefits to remarried survivors 
of veterans if the remarriage occurs at age 57 or older oi; 
if survivors have already remarried, they apply for rein- 
statement of DIC at age 57. While The Independent 
Budget veterans service organizations appreciate the ac- 
tion Congress took to allow this restoration of rightful 
benefits, the current age threshold of 57 years is arbitrary. 
Remarried survivors of retirees in other federal programs 
obtain a similar benefit at age 55. We believe the survivors 
of veterans who died from service-connected disabilities 


should not be further penalized for remarriage and that 
equity with beneficiaries of other federal programs should 
govern Congressional action for this deserving group. 


Recommendation: 

Congress should lower the existing eligibility age for 
reinstatement of disability and indemnity compensa- 
tion to remarried survivors of service-connected veter- 
ans from 57 years of age to 55 years of age. 
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Housing Grants 


Grant for Adaptation of Second Home: 

Grants should be available for special adaptations to homes that veterans 
purchase or build to replace initial specially adapted homes. 


L ike those of other families today, veterans’ housing 
needs tend to change with time and new circum- 
stances. An initial home may become too small when the 
family grows or become too large when children leave 
home. Changes in the nature of a veteran’s disability may 
necessitate a home configured differently and/or changes 
to the special adaptations. These evolving requirements 
merit a second grant to cover the costs of adaptations to 
a new home. 


Recommendation: 

Congress should establish a grant to cover the costs of 
home adaptations for veterans who replace their spe- 
cially adapted homes with new housing. 


Grants for Adaptation of Homes for Veterans 
Living in Family-Owned Temporary Residences: 

Grants should be increased for special adaptations to homes in which veterans 
temporarily reside that are owned by a family member. 


T he Department of Veterans Affairs may provide spe- 
cially adapted housing grants for veterans who have 
service-connected disabilities for certain combinations of 
loss or loss of use of extremities and blindness or other or- 
ganic diseases or injuries when those veterans reside in 
but do not intend to permanently reside in a residence 
owned by a family member. Specifically, the assistance for 
the first group may not exceed $14,000 for veterans who 
have a permanent and total service-connected disability as 
a result of the loss or loss of the use of both lower ex- 
tremities, such as to preclude locomotion without the aid 
of braces, crutches, canes, or a wheelchair. For the sec- 
ond group, the assistance may not exceed $2,000 for vet- 
erans who have a permanent and total service-connected 
disability rating due to blindness in both eyes with 5/200 
visual acuity or less and the disability includes the 
anatomical loss or loss of use of both hands. Unless the 


amounts of these grants are periodically adjusted, in- 
flation erodes these benefits that are payable to a select 
few, albeit among the most seriously disabled service- 
connected veterans. 


Recommendation: 

Congress should increase the allowance from $14,000 
to $28,000 for those veterans meeting the criteria of 
the first group and increase the allowance from $2,000 
to $5,000 for veterans meeting the criteria of the sec- 
ond group. Then it should provide for automatic an- 
nual adjustments in the future to keep pace with 
inflation. 
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Automobile Grants and Adaptive Equipment 

Increase in Amount of Automobile Grant and 
Automatic Annual Adjustments for Increased Costs: 


The automobile and adaptive equipment grants need to be increased and 
automatically adjusted annually to cover increases in costs. 


T he Department of Veterans Affairs provides grants 
for the purchase of automobiles or other con- 
veyances to certain severely disabled veterans and serv- 
ice members. VA also provides grants for adaptive 
equipment necessary for safe operation of these vehi- 
cles. Veterans suffering from service-connected anky- 
losis of one or both knees or hips are eligible for only 
the adaptive equipment. This program also authorizes 
replacement or repair of adaptive equipment. 

Congress initially fixed the amount of the automobile 
grant to cover the full cost of the automobile. However, 
because adjustments have not kept pace with increased 
costs, over the past 52 years the value of the automobile 
allowance has been substantially eroded. In 1946 the 
$1,600 allowance represented 85 percent of the average 
retail cost and was sufficient to pay the full cost of auto- 
mobiles in the “low-price field.” Comparing the Depart- 
ment of Energy’s average price of a new vehicle to the 
automobile allowance that was in effect for that year, 
Table 1 demonstrates the dramatic decline in this benefit. 

The National Automobile Dealers Association has con- 
firmed that the $28,500 average price of a new car in 
2007 is the same for 2008. The table below shows that 
an $11,000 automobile allowance represents only about 


39 percent of the average cost of a new automobile. To 
restore equity between the cost of an automobile and 
the allowance, the allowance, based on 80 percent of 
the average new vehicle cost, would be $22,800. 

Veterans eligible for the automobile allowance under 
title 38, United States Code, section 3902 are among 
the most seriously disabled service-connected veterans. 
Often public transportation is quite difficult for them, 
and the nature of their disabilities requires the larger 
and more expensive handicap-equipped vans or larger 
sedans, which have base prices far above today’s 
smaller automobiles. The current $11,000 allowance 
is only a fraction of the cost of even the most modest 
and smaller models, which are often not suited to these 
veterans’ special needs. Accordingly, if this benefit is to 
accomplish its purpose, it must be adjusted to reflect 
the current cost of automobiles. 


Recommendation: 

Congress should increase the automobile allowance to 
80 percent of the average cost of a new automobile in 
2008 and then provide for automatic annual adjust- 
ments based on the rise in the cost of living. 


Price of New Vehicle vs. Auto Allowance 

Year 

Auto Allowance 

Avg. Cost of New Car 

Cost as a % of Allowance 

1946 

$1 ,600 

$1 ,875 

85% 

1971 

$2,800 

$3,919 

72% 

1975 

$3,300 

$5,084 

65% 

1978 

$3,800 

$6,478 

58% 

1981 

$4,400 

$8,912 

49% 

1985 

$5,000 

$11,589 

43% 

1988 

$5,500 

$13,418 

41% 

1998 

$8,000 

$18,479 

43% 

2001 

$9,000 

$19,654 

46% 

2007 

$1 1 ,000 

$28,500 

39% 
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INSURANCE 

Government Life Insurance 

Value of Policies Excluded from Consideration as Income or Assets: 

For purposes of other government programs, the cash value of veterans’ life insurance policies 
should not be considered assets, and dividends and proceeds should not be considered income. 

F or nursing home care under Medicaid, the government 
forces veterans to surrender their government life in- 
surance policies and apply the amount received from the 
surrender for cash value toward nursing home care as a 
condition for Medicaid coverage of the related expenses 
of needy veterans. It is unconscionable to require veterans 
to surrender their life insurance to receive nursing home 
care. Similarly, dividends and proceeds from veterans’ life 
insurance should be exempt from countable income for 
purposes of other government programs. 



Lower Premium Schedule for Service-Disabled Veterans’ Insurance: 

The Department of Veterans Affairs should be authorized to charge lower premiums 
for Service-Disabled Veterans’ Insurance (SDVI) policies based on improved 
life expectancy under current mortality tables. 

B ecause of service-connected disabilities, disabled vet- 
erans have difficulty getting or are charged higher 
premiums for life insurance on the commercial market. 

Congress therefore created the SDVI program to furnish 
disabled veterans life insurance at standard rates. 

When this program began in 1951, its rates, based on 
mortality tables then in use, were competitive with 
commercial insurance. Commercial rates have since 
been lowered to reflect improved life expectancy 
shown by current mortality tables. However, VA con- 
tinues to base its rates on mortality tables from 1941. 


Consequently, SDVI premiums are no longer competi- 
tive with commercial insurance and therefore no longer 
provide the intended benefit for eligible veterans. 


Recommendation: 

Congress should enact legislation to authorize VA to 
revise its premium schedule for Service Disabled Vet- 
erans’ Insurance to reflect current mortality tables. 


Recommendation: 

Congress should enact legislation to exempt the cash 
value of, and dividends and proceeds from, VA life in- 
surance policies from consideration in determining en- 
titlement under other federal programs. 
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Increase in Maximum Service-Disabled Veterans’ Insurance Coverage: 

The current $10,000 maximum for life insurance under Service-Disabled Veterans’ Insurance 
(SDVI) does not provide adequately for the needs of survivors. 

W hen life insurance for veterans was first made come replacement for the survivors of service-disabled 
available to members of the armed forces in Oc- veterans, 
tober of 1917, coverage was limited to $10,000. At 

that time, the law authorized an annual salary of A May 2001 report from an SDVI program evaluation 

$5,000 for the director of the Bureau of War Risk In- conducted for VA recommended that basic SDVI cov- 

surance. Obviously, the average annual wages of serv- erage be increased to $50,000 maximum. The Inde- 
ice members in 1917 was considerably less than pendent Budget veterans service organizations 

$5,000. Then, a $10,000 life insurance policy provided therefore recommend that the maximum protection 

sufficiently for the loss of income from the death of an available under SDVI be increased to $50,000. 

insured in 1917. 

Today, more than 90 years later, maximum coverage 
under the base SDVI policy remains at $10,000. Given 
that the annual cost of living is many times what it was 
in 1917, the same maximum coverage now nearly a 
century later clearly does not provide meaningful in- 



Veterans’ Mortgage Life Insurance 

Increase in Maximum Veterans’ Mortgage Life Insurance Coverage: 

The maximum amount of mortgage protection under Veterans’ 

Mortgage Life Insurance (VM LI) needs to be increased. 

T he maximum VMLI coverage was last increased in purchasing extra life insurance coverage from corn- 

1992. Since then, housing costs have risen sub- mercial insurers at affordable premiums, 
stantially. Because of the great geographic differentials 

in the costs associated with accessible housing, many 

veterans have mortgages that exceed the maximum Recommendation: 

face value of VMLI. Thus, the current maximum cov- 

erage amount does not cover many catastrophically Congress should increase the maximum coverage 
disabled veterans’ outstanding mortgages. Moreover, under Veterans’ Mortgage Life Insurance from 
severely disabled veterans may not have the option of $90,000 to $150,000. 


Recommendation: 

Congress should enact legislation to increase the max- 
imum protection under base Service Disabled Veterans’ 
Insurance policies to $50,000. 
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General Operating 
Expenses 

F rom its central office in Washington, D.C., and through a nationwide system of field 
offices, the Department of Veterans Affairs administers its veterans’ benefits pro- 
grams. Responsibility for the various benefit programs is divided among five services 
within the Veterans Benefits Administration: Compensation and Pension, Vocational 
Rehabilitation and Employment, Education, Loan Guaranty, and Insurance. Under the di- 
rection and control of the Under Secretary for Benefits and various deputies, the program di- 
rectors set policy and oversee their programs from the VA Central Office. The field offices 
receive benefit applications, determine entitlement, and authorize benefit payments and 
awards. 

The Office of the Secretary of Veterans Affairs and the assistant secretaries provide depart- 
mental management and administrative support. These offices, along with the Office of Gen- 
eral Counsel and the Board of Veterans’ Appeals, are the major activities under the General 
Administration portion of the General Operating Expenses (GOE) appropriation. The GOE 
appropriation funds the benefits delivery system- VBA and its constituent line, staff, and sup- 
port functions — and the functions under General Administration. 

The best-designed benefit programs achieve their intended purposes only if the benefits are 
delivered to entitled beneficiaries in a timely manner and in the correct amounts. The Inde- 
pendent Budget veterans service organizations make the following recommendations to main- 
tain VA’s benefits delivery infrastructure and to improve VA performance and service to 
veterans. 
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VETERANS BENEFITS ADMINISTRATION 

VBA Management 


More Authority over Field Offices: 

VA program directors should have more accountability for benefits 
administration in the field offices. 


T he Veterans Benefits Administration (VBA) has in- 
troduced several new initiatives to improve its 
claims processes. Besides fundamental reorganization 
of claims-processing methods to achieve increased ef- 
ficiencies, the initiatives include several measures to im- 
prove quality in claims decisions. Among these 
measures are better quality assurance and accounta- 
bility for technically correct decisions. The VBA’s cur- 
rent management structure presents a serious obstacle 
to enforcement of accountability because program di- 
rectors lack direct authority over those who make 
claims decisions in the field. Of VBA management, pro- 
gram directors have the most hands-on experience with 
and intimate knowledge of their benefit lines, and they 
have the most direct involvement in day-to-day moni- 
toring of field office compliance. Program directors are 
therefore in the best position to advise the Under Sec- 
retary on enforcing quality standards and program 
policies within their respective benefit programs. 

While higher-level VBA managers are properly posi- 
tioned to direct operational aspects of field offices, they 
are indirectly involved in the substantive elements of 
the benefit programs. To enforce accountability for 
technical accuracy and to ensure uniformity in claims 
decisions, program directors logically should have 
more accountability for the field decision-making 
process and should be enabled to advise the Under Sec- 
retary to order remedial measures when variances are 
identified. 

In its August 1997 report to Congress, the National 
Academy of Public Administration (NAPA) attributed 
many of the VBA’s problems to unclear lines of ac- 
countability. NAPA found that a sense of powerless- 
ness to take action permeates the VBA. In turn, field 
personnel perceived VBA’s central office staff as inca- 
pable of taking firm action. NAPA said that a number 
of executives interviewed by its study team indicated 


that VBA executives have difficulty giving each other 
bad news or disciplining one another. NAPA concluded 
that until the VBA is willing to deal with this conflict 
and modify its decentralized management style, it will 
not be able to effectively analyze the variations in per- 
formance and operations existing among its regional 
offices. Neither will it be able to achieve a more uni- 
form level of performance. Regarding the Compensa- 
tion and Pension (C&P) Service especially, NAPA 
concluded that the C&P director’s lack of influence or 
authority over its field office employees would greatly 
hamper any efforts to implement reforms and real ac- 
countability. 

NAPA recommended that the Under Secretary for Ben- 
efits strengthen C&P influence over field operations 
and close the gaps in accountability. The Independent 
Budget veterans service organizations (IBVSOs) con- 
tinue to agree with that assessment and urge the Under 
Secretary to empower the C&P director to become 
more involved in direct field operations. In its March 
2004 “Report to the Secretary of Veterans Affairs: The 
Vocational Rehabilitation and Employment Program 
for the 21st Century Veteran,” the VA Vocational Re- 
habilitation and Employment (VR&E) Task Force rec- 
ommended that the director of the VR&E Service be 
given “some line-of-sight authority for the field ad- 
ministration of the program.” The IBVSOs agree with 
this assessment as well. 


Recommendation: 

To improve the management structure of the Veterans 
Benefits Administration for purposes of enforcing pro- 
gram standards and raising quality, the VA Under Sec- 
retary for Benefits should give VBA program directors 
more accountability for the performance of VA re- 
gional office directors. 


20 Independent Budget • Fiscal Year 2010 



319 


General Operating Expenses 


Compensation and Pension Service 

Improvements in Claims Processing: 

Congress should restore fairness to the claims process by providing solid structure and enforceable 
rights to claims development where too much personal discretion otherwise exists. 


T he Department of Veterans Affairs administers a 
complex set of laws and regulations designed to 
compensate veterans for the average impairment of 
earnings capacity due to disabilities (the residuals of 
disease or injury) incurred coincident with or as a re- 
sult of military service. 

The compensation program is not workers compensa- 
tion, nor is it akin to Social Security Disability Insur- 
ance (SSDI). The first is intended to protect workers 
from lost wages as the result of disabilities related to 
employment. This benefit is usually limited in both 
amount and duration of payment. It provides basic in- 
come for a finite period to injured employees. It also 
protects employers by providing a limit on payments. 
Social Security Disability Insurance is, at its heart, an 
insurance program. Both employees and employers pay 
premiums to the federal government which, in turn, 
pays a monthly benefit based on a number of factors. 

Both workers compensation and SSDI decisions are 
relatively simple. With workers compensation, the de- 
cision maker gathers information on the origins 
and severity of a job-related injury. Workers compen- 
sation is paid if the injury is work related and at 
least temporarily disabling. SSDI is simpler still. Once 
basic eligibility is determined, the Social Security Ad- 
ministration need merely decide if the disability keeps 
the individual from working. If it does, the benefit is 
paid. 

The payment of veterans’ disability compensation, on 
the other hand, requires a decision that each claimed 
disability be related to service; a medical examination 
for each service-connected disability to assess the sever- 
ity or impairment of the condition; and the assignment 
of a numerical evaluation for each condition. Finally, 
the decision maker must select an effective date of serv- 
ice connection for each condition and the level of sever- 
ity for each disability, and if the disability worsened 
during the pendency of the claim, determine whether 
higher evaluations should be assigned at different 
points of time during that period. 


The adjudication of compensation claims is complex and 
time consuming. Failure to develop evidence correctly 
requires serial redevelopment, which delays claims res- 
olution and increases opportunities for mistakes. 

Further; inadequately trained employees fail to recognize 
claims that have been adequately prepared for rating pur- 
poses. As a consequence, VA routinely continues to de- 
velop many claims rather than making timely decisions. 

Inadequately trained and overworked employees are not 
limited to the Veterans Benefits Administration (VBA). 
Such actions usually result in appeals, followed by need- 
less remands by the Board of Veterans’ Appeals (BVA) 
and/or the Court of Appeals for Veterans Claims 
(CAVC/the Court). In many of these cases, the evidence 
of record supports a favorable decision on the appellant’s 
behalf, yet the appeal is remanded nonetheless. These un- 
justified remands usually do nothing but perpetuate the 
hamster-wheel reputation of veterans law. 

In far too many cases, VA continues to develop cases, and 
the BVA remands appeals, solely to obtain a VA medical 
opinion even when the claimant’s submission of a private 
medical opinion is adequate for rating purposes. VA’s 
conduct in these cases violates the very purpose of its pro- 
claimant, nonadversarial claims process. 

In order to understand the complex, procedural char- 
acteristics of the claims process — and how these char- 
acteristics delay timely adjudication of claims — one 
must focus on the procedural characteristics and how 
they affect the claims process as a whole. Whether 
through expansive judicial orders, repeated mistakes, 
or variances in VA decision making, some aspects of 
the claims process have become complex, loosely struc- 
tured, and open to the personal discretion of individual 
adjudicators. By strengthening and properly structur- 
ing these processes, Congress can build on what oth- 
erwise works. 

These changes should begin by providing solid, nondis- 
cretionary structure to VA’s “duty to notify.” Congress 
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meant well when it enacted VA’s current statutory “no- 
tice” language. It has nonetheless led to unintended 
consequences that have proven detrimental to the 
claims process. Many Court decisions have expanded 
upon VA’s statutory duty to notify, in terms of both 
content and timing. However, with the recent passage 
of P.L. 110-389, the “Veterans Benefits Improvement 
Act of 2008,” Congress, with the Administration’s sup- 
port, took an important step to correct this problem. 
However, The Independent Budget veterans service or- 
ganizations (IBVSOs) believe VA can do more. 

There is ample room to improve the law concerning 
medical opinions in a manner that would bring no- 
ticeable efficiency to VA’s claims process, such as when 
VA issues a Veterans Claims Assistance Act (VCAA) 
notice letter. Under current notice requirements and in 
applicable cases, VA’s letter to a claimant normally in- 
forms the claimant that he or she may submit a private 
medical opinion. The letter also states that VA may ob- 
tain a medical opinion if VA decides to do so. How- 
ever, these notice letters do not inform the claimant of 
what elements make private medical opinions adequate 
for VA rating purposes. 

To correct this deficiency, the IBVSOs recommend that 
when VA issues proposed regulations to implement the 
recent amendment of section 5103 its proposed regu- 
lations contain a provision that will require it to in- 
form a claimant, in a VCAA notice letter, of the basic 
elements that make medical opinions adequate for rat- 
ing purposes. The VA’s notice requirements should be 
amended to include specific information concerning the 
basic elements that make a medical opinion adequate 
for rating purposes, such as a medical statement indi- 
cating what records (for example, service medical 
records, copy of VA claims file, treatment records, etc.) 
were reviewed in reaching the opinion, a medical ra- 
tionale for the opinion, and a conclusion to the opin- 
ion stated in terms of “as likely as not,” “more likely 
than not,” or “less likely than not” rather than 
“maybe,” “possibly,” or “could be.” 

The IBVSOs believe if a claimant’s physician is made 
aware of the elements that make a medical opinion ad- 
equate for VA rating purposes, and provides VA with 
such an opinion, VA no longer needs to delay making 
a decision on a claim by obtaining its own medical 
opinion. This would reduce the number of appeals that 
result from conflicting medical opinions — appeals 
that — more often than not — are ultimately decided in 
an appellant’s favor. 


If the Administration refuses to promulgate regulations 
that incorporate the foregoing suggestion, Congress 
should amend VA’s notice requirements in section 5103 
to require that VA provide such notice regarding the 
adequacy of medical opinions. As a matter of fairness, 
VA does relay this exact information to its own doctors 
when it seeks a medical opinion. 

Congress should consider amending title 38, United 
States Code, section 5103A(d)(l) to provide that when 
a claimant submits private medical evidence, including 
a private medical opinion, that is competent, credible, 
probative, and otherwise adequate for rating purposes, 
the Secretary shall not request such evidence from a De- 
partment provider. These suggested changes to VA’s 
“duty to notify” and its “duty to assist” would ensure 
uniformity between the two procedures. 

Congress has previously attempted, to a lesser degree, to 
fix this problem. Congress enacted title 38, United States 
Code, section 5125 for the express purpose of eliminat- 
ing the former 38 Code of Federal Regulations, section 
3.157(b)(2) requirement that a private physician’s med- 
ical examination report be verified by an official VA ex- 
amination report prior to an award of VA benefits. 
Section 5125 states: 

For purposes of establishing any claim for benefits 
under chapter 11 or 15 of this title, a report of a med- 
ical examination administered by a private physician 
that is provided by a claimant in support of a claim 
for benefits under that chapter may be accepted with- 
out a requirement for confirmation by an examina- 
tion by a physician employed by the Veterans Health 
Administration if the report is sufficiently complete 
to be adequate for the purpose of adjudicating such 
claim. 13 

Section 5 125 was therefore codified to eliminate unnec- 
essary delays in the adjudication of claims and to avoid 
the costs associated with unnecessary medical examina- 
tions. In addition to unnecessary costs, this type of 
overdevelopment significantly adds to VA’s increasing 
claims and appeals backlog. 

In spite of the elimination of 38 Code of Federal Regu- 
lations, section 3.157, and the enactment of title 38, 
United States Code, section 5125, VA consistently refuses 
to make decisions in claims wherein the claimant secures 
a private medical opinion until a VA medical opinion is 
obtained. Such actions are an abuse of discretion, delay 
decisions, and prompt needless appeals. When claimants 
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submit private medical evidence that is competent, cred- 
ible, probative, and otherwise adequate for rating pur- 
poses, Congress should mandate that VA must decide the 
case based on such evidence rather than delaying the 
claim by arbitrarily requesting it provide additional med- 
ical opinion. Therefore, section 5125 should also be 
amended to ensure harmonious law with enforceable 
rights that is to a lesser degree than current law open to 
such wide discretionary interpretations by VA employees. 

Some may view these suggestions as an attempt to tie 
VA’s hands with respect to its consideration of private 
medical opinions. However, they do not. The language in 
these recommended changes would not require VA to ac- 
cept private medical evidence if, for example, VA finds 
that the evidence is not credible and therefore not ade- 
quate for VA rating purposes. 


Recommendations: 

VA should issue proposed regulations to implement the 
recent amendment of 38, United States Code, section 


5103 as quickly as possible. VA’s proposed regulations 
should include provisions that will require it to notify 
a claimant, in appropriate circumstances, of the ele- 
ments that make medical opinions adequate for rating 
purposes. 

Congress should amend section 5103A(d)(l) to pro- 
vide that when a claimant submits a private medical 
opinion that is competent, credible, probative, and oth- 
erwise adequate for rating purposes, the Secretary shall 
not request another medical opinion from a Depart- 
ment health-care facility. 

Congress should amend title 38, U.S.C., section 5125, 
insofar as it states that a claimant’s private examination 
report “may” be accepted. The new language should 
direct that VA “must” accept such report if it is (1) pro- 
vided by a competent health-care professional, (2) pro- 
bative to the issue being decided, (3) credible, and (4) 
otherwise adequate for adjudicating such claim. 


13 38 U.S.C. § 5125 (West 2002) (emphasis added). 




Impr ovements in VBA Trai ning 

Although the Department of Veterans Affairs has improved its training programs to some extent, more 
needs to be done to ensure decision makers and adjudicators are held accountable to training standards. 


T he Veterans Benefits Administration (VBA) has a 
standard training curriculum for new claims 
processors and an 80-hour annual training requirement 
for all claims processors. The training program in VBA 
is basically a three-stage system. First, VBA policy re- 
quires new staff to complete some orientation training, 
which is provided in their home offices. Second, they 
are required to attend a two- to three-week centralized 
training course that provides a basic introduction to job 
responsibilities. Third, new staff are required to spend 
several more months in training at their home offices, 
which includes on-the-job training and/or instructor-led 
training that follows a required curriculum via use of 
an online learning tool called the Training and Per- 
formance Support System (TPSS). VBA policy states 
that all claims processors are required to complete a 


minimum of 80 hours of training annually. VA regional 
offices (ROs) have some discretion over what training 
they provide to meet this requirement. 

The first phase of training for new rating veteran serv- 
ice representatives (RVSRs) is prerequisite training; this 
begins at their home regional offices. This training is 
designed to lay the foundation for future training by 
introducing new employees to topics, such as the soft- 
ware applications used to process and track claims, 
medical terminology, the system for maintaining and 
filing a case folder, and the process for requesting med- 
ical records. The VBA specifies the topics that must be 
covered during prerequisite training; however, ROs can 
choose the format for the training and the time frame. 
New veteran service representatives (VSRs) and RVSRs 
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typically spend two to three weeks completing prereq- 
uisite training in their home office before they begin 
the second program phase. 

The second phase of training is known as centralized 
training, wherein new VSRs and RVSRs spend ap- 
proximately three weeks in classroom training. Partic- 
ipants from multiple ROs are typically brought 
together in centralized training sessions, which provide 
an overview of the technical aspects of the VSR and 
RVSR positions. 

To practice processing different types of claims, VSRs 
work on either real or hypothetical claims specifically 
designed for training. Centralized training for new 
RVSRs focuses on such topics as systems of the human 
body, how to review medical records, and how to in- 
terpret medical exams. To provide instructors for cen- 
tralized training, the VBA relies on senior RO staff who 
are trained as instructors. Centralized training instruc- 
tors may be VSRs, RVSRs, supervisors, or other staff 
identified by RO managers as having the capability to 
be effective instructors. 

The VBA has increased the number of training sessions 
because of the influx of new staff. In fiscal year 2007 
the VBA increased the frequency of centralized training 
and its student capacity at the Veterans Benefits Acad- 
emy. During FY 2007, the VBA held 67 centralized 
training sessions for 1,458 new VSRs and RVSRs. Cen- 
tralized training sessions were conducted at 26 different 
ROs during FY 2007, in addition to the Veterans Ben- 
efits Academy. By comparison, during FY 2006, the 
VBA held 27 centralized training sessions for 678 new 
claims processors. Nonetheless, the VBA has not run its 
benefits academy near to full capacity in 2008, the rea- 
sons for which are unclear. 

When new VSRs and RVSRs return to their home office 
after centralized training, they are required to begin their 
third phase of training, which is supposed to include on- 
the-job, classroom, and computer-based training mod- 
ules that are part of the VBA’s TPSS, all conducted by 
and at the RO. New VSRs and RVSRs typically take 
about 6 to 12 months after they return from centralized 
training to complete all the training requirements for 
new staff. 

In addition to the foregoing three-phase training pro- 
gram, the VBA also requires 80 hours of annual train- 
ing for all VSRs and RVSRs. The training is divided 
into two parts. At least 60 hours must come from a list 
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of core technical training topics identified by the Com- 
pensation and Pension Service. The VBA specifies more 
core topics than are necessary to meet the 60-hour re- 
quirement, so regional offices can choose those topics 
most relevant to their needs. They can also choose the 
training method used to address each topic, such as 
classroom or TPSS training. The RO managers decide 
the specificities of the remaining 20 hours. 

Despite the foregoing, training has not been a high pri- 
ority in the VBA. One of the most essential resources 
is experienced and knowledgeable personnel devoted 
to training. More management devotion to training 
and quality requires a break from the status quo of 
production goals above all else. In a 2005 report from 
the VA Office of Inspector General, VBA employees 
were quoted as stating: “Although management wants 
to meet quality goals, they are much more concerned 
with quantity. An RVSR is much more likely to be dis- 
ciplined for failure to meet production standards than 
for failing to meet quality standards,” and “there is a 
lot of pressure to make your production standard. In 
fact, your performance standard centers around pro- 
duction and a lot of awards are based on it. Those who 
don’t produce could miss out on individual bonuses, 
etc.” 14 Little if anything has changed since the Inspec- 
tor General issued this report. 15 

The VBA’s problems caused by a lack of accountabil- 
ity do not begin in the claims development and rating 
process — they begin in the training program. There is 
little measurable accountability in the VBA’s training 
program. 

For example, some VA employees anonymously in- 
formed The Independent Budget veterans service or- 
ganizations that many candidates begin centralized 
training without having had the opportunity to partic- 
ipate in and/or complete phase-one training. Addition- 
ally, candidates are not held responsible by formal 
testing on subjects taught during phase-one training. 
While oversight may exist for this portion of training, 
we could find none. 

Without resorting to a critique of the substance of the 
VBA’s subject matter taught during phase-two train- 
ing, or any other phase for that matter, we limit our 
analysis again to accountability. As in phase one, the 
VBA refuses to test participants of phase-two training. 
The obvious goal is to ensure employees attend the re- 
quired course — ensuring that employees achieve the 
VBA’s learning objectives appears to have no priority. 
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By now, a new employee has had approximately one 
month of training and is supposedly prepared for 
phase-three training. Keep in mind that during phase 
three, new employees will work on real-world cases in 
which the outcomes affect the lives and livelihoods of 
disabled veterans and their families. Real cases 
notwithstanding, again there is no accountability, no 
testing, and no oversight outside that provided locally; 
again, that oversight is not measured nationally. 

The result of such an unsupervised and unaccountable 
training system is that no distinction exists between un- 
satisfactory performance and outstanding perform- 
ance. This lack of accountability during training 
further reduces, or even eliminates, employee motiva- 
tion to excel. This institutional mind-set is further epit- 
omized in VBA’s day-to-day performance, where 
employees throughout VBA are reminded that opti- 
mum work output is far more important than quality 
performance and accurate work. 

The effect of VBA’s lack of accountability in its train- 
ing program was demonstrated when it began offering 
skills certification tests to support certain promotions. 
Beginning in late 2002, VSR job announcements began 
identifying VSRs at the GS-11 level, contingent upon 
successful completion of a certification test. The open- 
book test consisted of 100 multiple-choice questions. 
VA allowed participants to use online references and 
any other reference material, including individually 
prepared notes in order to pass the test. 

The first validation test was performed in August 2003. 
There were 298 participants in the first test. Of these, 
75 passed for a pass rate of 25 percent. The VBA con- 
ducted a second test in April 2004. Out of 650 partic- 
ipants, 188 passed for a pass rate of 29 percent. 
Because of the low pass rates on the first two tests, a 
20-hour VSR “readiness” training curriculum was de- 
veloped to prepare VSRs for the test. A third test was 
administered on May 3, 2006, to 934 VSRs nation- 
wide. Still, the pass rate was only 42 percent. Keep in 
mind that these tests were not for training; they were 
to determine promotions from GS-10 to GS-11. 


These results reveal a certain irony, in that the VBA 
will offer a skills certification test for promotion pur- 
poses, but does not require comprehensive testing 
throughout its training curriculum. Mandatory and 
comprehensive testing designed cumulatively from one 
subject area to the next, for which the VBA then holds 
trainees accountable, should be the number one prior- 
ity of any plan to improve VBA’s training program. 
Further, VBA should not allow trainees to advance to 
subsequent stages of training until they have success- 
fully completed such testing. 

The Veterans’ Benefits Improvement Act of 2008 man- 
dated some testing for claims processors and VBA 
managers, which is an improvement; however, it does 
not mandate the type of testing during the training 
process as explain herein. Measurable improvement in 
the quality of and accountability for training will not 
occur until such mandates exist. 

It is quite evident that a culture of quality neither 
exists, nor is much desired, in the Veterans Benefits 
Administration. 


Recommendation: 

VA should undertake an extensive training program to 
educate its adjudicators on how to weigh and evaluate 
medical evidence. In addition, to complement recent 
improvements in its training programs, VA should re- 
quire mandatory and comprehensive testing of the 
claims process and appellate staff. To the extent that 
VA fails to provide adequate training and testing, Con- 
gress should require mandatory and comprehensive 
testing, under which VA will hold trainees accountable. 


14 Department of Veterans Affairs Office of Inspector General, Rep. No. 05-007 65- 
137, Review of State Variances in VA Disability Compensation Payments 61 (May 
19, 2005). 

1S A survey conducted by the Center for Naval Analysis Corporation for the Vet- 
erans’ Disability Benefits Commission found that “some raters felt that they were 
not adequately trained or that they lacked enough experience.” Veterans’ Dis- 
ability Benefits Commission, October 2007, Honoring the Call to Duty: Veterans’ 
Disability Benefits in the 21st Century, p. 12. 
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Stronger Accountability 

The Veterans Benefits Administration (VBA) must overhaul its outdated and 
ineffective accountability mechanisms. 


I n addition to training, accountability is the key to 
quality, and therefore to timeliness as well. As it cur- 
rently stands, almost everything in the VBA is produc- 
tion driven. Performance awards cannot be based on 
production alone; they must also be based on demon- 
strated quality. However, in order for this to occur, the 
VBA must implement stronger accountability measures 
for quality assurance. 

The quality assurance tool used by the Department of 
Veterans Affairs for compensation and pension claims 
is the Systematic Technical Accuracy Review (STAR) 
program. Under the STAR program, VA reviews a sam- 
pling of decisions from regional offices and bases its 
national accuracy measures on the percentage with er- 
rors that affect entitlement, benefit amount, and effec- 
tive date. 

However, there is a gap in quality assurance for pur- 
poses of individual accountability in quality decision 
making. In the STAR program, a sample is drawn each 
month from a regional office workload divided be- 
tween rating, authorization, and fiduciary end-prod- 
ucts. However, VA recognizes that these samples are 
only large enough to determine national and regional 
office quality. Samples as small as 10 cases per month 
per office are woefully inadequate to determine indi- 
vidual quality. 

While VA attempts to analyze quality trends identified 
by the STAR review process, claims are so complex, 
with so many potential variables, that meaningful trend 
analysis is difficult. As a consequence, the VBA rarely 
obtains data of sufficient quality to allow it to reform 
processes, procedures, or policies. 

As mentioned above, STAR samples are far too small 
to allow any conclusions concerning individual qual- 
ity. That is left to rating team coaches who are charged 
with reviewing a sample of ratings for each rating vet- 
eran service representative (RVSR) each month. This 
review should, if conducted properly, identify those em- 
ployees with the greatest problems. In practice, how- 
ever, most rating team coaches have insufficient time 
to review what could be 100 or more cases each 
month. As a consequence, individual quality is often 


underevaluated and employees with quality problems 
fail to receive the extra training and individualized 
mentoring that might allow them to be competent 
raters. 

In the past 15 years the VBA has moved from a qual- 
ity-control system for ratings that required three sig- 
natures on each rating before it could be promulgated 
to the requirement of but a single signature. Nearly all 
VA rating specialists, including those with just a few 
months’ training, have been granted some measure of 
“single signature” authority. Considering the amount 
of time it takes to train an RVSR, the complexity of 
veterans disability law, the frequency of change man- 
dated by judicial decisions, and new legislation or reg- 
ulatory amendments, a case could and should be made 
that the routine review of a second well-trained RVSR 
would avoid many of the problems that today clog the 
appeals system. 

The Veterans’ Benefits Improvement Act of 2008 (sec- 
tion 226) required VA to conduct a study on the effec- 
tiveness of the current employee work-credit system 
and work-management system. In carrying out the 
study, VA is required to consider, among other things: 
(1) measures to improve the accountability, quality, and 
accuracy for processing claims for compensation and 
pension benefits; (2) accountability for claims adjudi- 
cation outcomes; and (3) the quality of claims adjudi- 
cated. The legislation requires VA to submit the report 
to Congress, which must include the components re- 
quired to implement the updated system for evaluating 
VBA employees, no later than October 31, 2009. 

This is a historic opportunity for VA to implement a 
new methodology — a new philosophy — by developing 
a new system with a primary focus of quality through 
accountability. Properly undertaken, the outcome 
would result in a new institutional mind-set across the 
VBA — one that focuses on the achievement of excel- 
lence — and change a mind-set focused mostly on quan- 
tity-for-quantity’s sake to a focus of quality and 
excellence. Those who produce quality work are re- 
warded and those who do not are finally held ac- 
countable. 
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Recommendation: 

The VA Secretary’s upcoming report must focus on how 
the Department will establish a quality assurance and 
accountability program that will detect, track, and hold 


responsible those VA employees who commit errors 
while simultaneously providing employee motivation 
for the achievement of excellence. VA should generate 
the report in consultation with veterans service organ- 
izations most experienced in the claims process. 




Investments in VBA Initiatives 

VBA Information Technology and Staff Training Initiatives: 

To maintain and improve efficiency and accuracy of claims processing, the Veterans Benefits Ad- 
ministration (VBA) must continue to upgrade its information technology (IT) and training pro- 
grams. Also, the VBA must be given more flexibility to install, manage, and plan upgraded 
technology to support claims management improvement. 


T o meet ever-increasing demands while maintaining 
efficiency, the VBA must continually modernize the 
tools it uses to process and resolve claims. Given the cur- 
rent challenging environment in claims processing and 
benefits administration, and the ever-growing backlog, 
the VBA must continue to upgrade IT infrastructure and 
revise its training to stay abreast of program changes and 
modern business practices. However, as noted in the 
“Centralized Information Technology Impact on VA 
Health Care” section of this Independent Budget, the cen- 
tralization of all IT to one chief information officer has 
brought many crucial VBA IT initiatives to a halt — or at 
best a slow crawl — to the detriment of reforms essential 
to improving the claims-processing system. Also, in spite 
of undeniable needs, Congress has steadily reduced fund- 
ing for VBA initiatives over the past several years. In FY 
2001, Congress provided $82 million for VBA-identified 
IT initiatives. In FY 2002, it provided $77 million; in 
2003, $71 million; in 2004, $54 million; in 2005, $29 
million; and in 2006, $23 million. 

Funding for FY 2006 was only 28 percent of FY 2001 
funding, without regard to inflation. Moreover, some 
VBA employees who provided direct support and devel- 
opment for VBA’s IT initiatives were transferred to the 
VA chief information officer when the Department cen- 
tralized all IT operations, governance, planning, and 
budgeting. Continued IT realignment through FY 2007 
and 2008 shifted more funding to VA’s agency IT ac- 
count, further reducing funding for these VBA initiatives 


in the General Operating Expenses account to $11.8 mil- 
lion. It should be noted that in the FY 2007 appropria- 
tion, Public Law 110-28, Congress provided $20 million 
to VBA for IT to support claims processing, and in 2009 
Congress designated $5 million in additional funding 
specifically to support the IT needs of new VBA Com- 
pensation and Pension Service personnel — also author- 
ized by that appropriations act. 

The Independent Budget veterans service organizations 
(IBVSOs) urge the Department of Veterans Affairs to use 
new funds for the purposes enumerated in this section 
and to ensure that new VBA personnel are properly sup- 
ported with necessary IT resources. With restored in- 
vestments in these initiatives, the VBA could complement 
staffing adjustments for increased workloads with a sup- 
portive infrastructure to improve operational effective- 
ness. The VBA could resume an adequate pace in its 
development and deployment of IT solutions, as well as 
to upgrade and enhance training systems for staff to im- 
prove operations and service delivery to veterans. 
Whereas all IT initiatives are now being funded in VA’s IT 
appropriation and tightly controlled by the chief infor- 
mation officer, needed and ongoing VBA initiatives in- 
clude expansion of web-based technology and 
deliverables, such as a web portal and Training and Per- 
formance Support System (TPSS); “Virtual VA” paperless 
processing; enhanced veteran self-service and access to 
benefit application, status, and delivery; data integration 
across business lines; use of the corporate database; in- 
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formation exchange; quality assurance programs and 
controls; and employee skills certification and training. 

The IBVSOs believe these initiatives should receive pri- 
ority funding in FY 2010: 

• Complete the replacement of the antiquated and 
inadequate Benefits Delivery Network (BDN) with 
the Veterans Service Network (VETSNET) for the 
Compensation and Pension Service. VETSNET is a 
suite of applications, which include Share/Search 
and Participant Profile, Modern Award Processing- 
Development, and Rating Board Automation, that 
integrates several subsystems into one nationwide 
information system for claims development, adju- 
dication, and payment administration; 

• Enhance the Education Expert System (TEES) for the 
Education Service (this program will be crucial to 
support the new GI Bill recently enacted by Congress 
in Public Law 110-181). TEES provides for elec- 
tronic transmission of applications and enrollment 
documentation along with automated expert pro- 
cessing; and 

• Update the corporate WINRS (CWINRS) to support 
programs of the Vocational Rehabilitation and Em- 
ployment (VR&E) Service. CWINRS is a case man- 
agement and information system allowing for more 
efficient award processing and sharing of informa- 
tion nationwide. 

Also, the IBVSOs believe the VBA should continue to 
develop and enhance data-centric benefits integration 
with “Virtual VA” and modification of The Imaging 
Management System (TIMS). All these systems serve 
to replace paper-based records with electronic files for 
acquiring, storing, and processing claims data. 

Virtual VA supports pension-maintenance activities at 
three VBA pension-maintenance centers. Further en- 
hancement would allow for the entire claims and award 
process to be accomplished electronically. TIMS is the 
Education Service system for electronic education claims 
files, storage of imaged documents, and workflow man- 
agement. The current VBA initiative is to modify and 
enhance TIMS to make it fully interactive and allow for 
fully automated claims and award processing by the Ed- 
ucation Service and VR&E nationwide. 

Upgrade and Enhance Training Systems 

VA’s TPSS is a multimedia, multimethod training tool 
that applies the instructional systems development 


methodology to train and support employee perform- 
ance of job tasks. These TPSS applications require tech- 
nical updating to incorporate changes in laws, 
regulations, procedures, and benefit programs. In ad- 
dition to regular software upgrades, a help desk for 
users is needed to make TPSS work effectively. 

VBA initiated its skills certification instrument in 2004. 
This tool helps the VBA assess the knowledge base of 
veterans service representatives. VBA intends to develop 
additional skills certification modules to test rating vet- 
eran service representatives, decision review officers, 
field examiners, pension-maintenance center employees, 
and veterans claims examiners in the Education Service. 

Accelerate Implementation of Virtual Information 
Centers 

By providing veterans regionalized telephone contact 
access from multiple offices within specified geographic 
locations, VA could achieve greater efficiency and im- 
proved customer service. Accelerated deployment of 
virtual information centers will more timely accom- 
plish this beneficial effect. 

With the effects of inflation, the growth in veterans’ 
programs, and the imperative to invest more in ad- 
vanced IT, the IBVSOs believe a conservative increase 
of at least 5 percent annually in VBA’s IT initiatives is 
warranted. Had Congress increased the FY 2001 fund- 
ing of $82 million by 5 percent each year since then, 
the amount available for FY 2010 would be nearly 
$130 million. Unfortunately, these programs have been 
chronically underfunded, and now with IT centraliza- 
tion, IT funding in the VBA is even more restricted and 
bureaucratic. 

Congress has taken notice of the chronic disconnect be- 
tween VBA IT and lagging improvements in claims pro- 
cessing. Section 227 of Public Law 110-389 places new 
requirements on VA to closely examine all uses of cur- 
rent IT and comparable outside IT systems with respect 
to VBA claims processing for both compensation and 
pension. Following that examination, VA is required to 
develop a new plan to use these and other relevant tech- 
nologies to reduce subjectivity, avoid remands, and re- 
duce variances in VA regional office ratings for similar 
specific disabilities in veteran claimants. The act re- 
quires the VA Secretary to report the results of that ex- 
amination to Congress in great detail and includes a 
requirement that the Secretary ensure that the plan will 
result, within three years of implementation, in reduc- 
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tion in processing time for compensation and pension 
claims processed by the VBA. The requirements of this 
section will cause heavy scrutiny on IT systems that 
VBA has been attempting to implement, improve, and 
expand for years. We believe the examination will re- 
veal that progress has been significantly stymied as a re- 
sult of a lack of directed funding to underwrite IT 
development and completion and lack of accountabil- 
ity to ensure these programs work as intended. 


Recommendations: 

Congress should provide the Veterans Benefits Admin- 
istration adequate funding for its information technol- 
ogy initiatives to improve multiple information and 
information-processing systems and to advance ongo- 
ing, approved, and planned initiatives such as those enu- 
merated in this section. These IT programs should be 
increased annually by a minimum of 5 percent or more. 


VBA should revise its training programs to stay abreast 
of IT program changes and modern business practices. 

VA should ensure that recent funding specifically desig- 
nated by Congress to support the IT needs of the VBA, 
and of new VBA staff authorized in FY 2009, are pro- 
vided to VBA as intended, and on an expedited basis. 

The chief information officer and Under Secretary for 
Benefits should give high priority to the review and re- 
port required by Public Law 110-389 and redouble 
their efforts to ensure these ongoing VBA initiatives are 
fully funded and accomplish their stated intentions. 

The VA Secretary should examine the impact of the 
current level of IT centralization under the chief infor- 
mation officer on these key VBA programs and, if war- 
ranted, shift appropriate responsibility for their 
management, planning, and budgeting from the chief 
information officer to the Under Secretary for Benefits. 




Sufficient Staffing Levels 

Recent staffing increases in the Veterans Benefits Administration (VBA) may now be sufficient to reduce 
the backlog of pending claims once new hires complete training. However, any move by Congress to re- 
duce VBA staffing in the foreseeable future will guarantee a return to unacceptably high backlogs. 


T he Department of Veterans Affairs began making 
some progress in reducing pending rating claims 
in FY 2008. While pending rating claims remain at an 
unacceptably high level, with more than 386,000 pend- 
ing at the end of the fiscal year, that number represents 
a nearly 4 percent reduction from FY 2007. Total com- 
pensation and pension (C&P) issues, both rating and 
nonrating, also decreased during this period by 3.2 per- 
cent. While both reductions are encouraging, an in- 
crease of 18,282 appeals (11.3 percent) to a record 
high of nearly 180,000 for this same period clearly in- 
dicates that VA has merely shifted resources from pro- 
cessing appeals to processing ratings. 16 

During FY 2008, VA hired nearly 2,000 staff author- 
ized by Congress. This is in addition to those hired in 
the previous year. In the near term, this increase in 
claims processors is a net drain on VBA resources as 
experienced personnel are taken out of production to 


conduct extensive training and mentoring of the new 
hires. Historically, it takes at least two years for new 
nonrating claims processors to acquire sufficient 
knowledge and experience to be able to work inde- 
pendently with both speed and quality. Those selected 
to make rating decisions require a separate period of at 
least two years of training before they have the skills to 
accurately complete most rating claims. 

The VBA has modified its training regimen in recent 
years in an attempt to obtain increased production 
from new personnel at an earlier stage in their training. 
While it is impossible to isolate the underlying reasons 
for the modest reductions in pending rating and total 
C&P claims, it is reasonable to assume that a part of 
the decrease in the backlog is due to this VBA strategy. 
The Independent Budget veterans service organizations 
(IBVSOs) believe that rushing trainees into production 
encourages managers to skimp on training and ensures 
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that completed work is of lower quality than it would 
be if it were done by fully trained personnel. 

In recent years, Congress has come to recognize that 
staffing reductions in the VBA in the previous decades 
laid the foundation for the backlogs of the present. 
Congress’ actions to dramatically increase staffing has 
provided VBA a major tool in stopping chronic in- 
creases in the pending claims and begin the process of 
regaining control of the backlog. It is vital, however, 
that Congress recognize that the backlog will not go 
away overnight: it developed through years of increas- 
ing complexity of the claims development process with 
an overlay of judicial review. Neither of these causes is 
inherently bad; in fact, both development safeguards 
and judicial oversight were deemed necessary to help 
ensure that veterans and other claimants receive every 
benefit to which they are entitled under the law. How- 
ever, the impact of these factors was, in the view of the 
IBVSOs, never fully appreciated — that is, until now. 
Congress should recognize that it will be several years 
before the full impact of recent hiring initiatives is felt. 

Once everyone is fully trained and reductions in the 
backlog are seriously under way, it would be a mistake 
of monumental proportions if Congress were to allow 
staffing levels to decline. The IBVSOs do not suggest 
that VBA staffing remain off limits to Congressional 
budget considerations. What we believe, however, is 


that staffing reductions should occur only after the 
VBA has demonstrated, through technological innova- 
tion and major management and leadership reforms, 
that it has the right people and the right tools in place 
to ensure that claims can be processed both timely and 
correctly. As with backlog reductions, these changes 
will also not occur overnight. Congressional oversight, 
therefore, is critical to buttress any real improvements 
in claims processing and quality decisions. 


Recommendations: 

Congress should continue to monitor current staffing 
levels and ensure that they remain in place until such 
time as the backlog is eliminated. 

Once the backlog is eliminated, Congress could con- 
sider staffing reductions in the Veterans Benefits Ad- 
ministration but only after ensuring that quality 
problems are fully and adequately addressed. 

Congress should ensure through oversight that man- 
agement and leadership reforms in the VBA are com- 
pleted and permanent. 


■‘Monday Morning Workload Report, October 6, 2008, showing October 4, 2008, 
data (www.vba.va.gov/REPORTS/mmwr/index.asp). 




Vocational Rehabilitation and Employment 

Adequate Staffing Levels: 

To meet its ongoing workload demands and to implement new initiatives recommended 
by the Secretary’s Vocational Rehabilitation and Employment (VR&E) Task Force, 
VR&E needs to increase its staffing. 


T he cornerstone among several new initiatives is 
VR&E’s Five-Track Employment Process, which 
aims to advance employment opportunities for disabled 
veterans. Integral to attaining and maintaining employ- 
ment through this process, the employment specialist po- 
sition was changed to employment coordinator and was 
expanded to incorporate employment readiness, market- 


ing, and placement responsibilities. In addition, increasing 
numbers of severely disabled veterans from Operations 
Enduring and Iraqi Freedom (OEF/OIF) benefit from 
VR&E’s Independent Living Program, which empowers 
such veterans to live independently in the community to 
the maximum extent possible. Independent living spe- 
cialists provide the services required for the success of 
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severely disable veterans participating in this program. 

VR&E needs approximately 200 additional full-time 
employees (FTEs) to offer these services nationally. 

Given its increased reliance on contract services, VR&E 
needs approximately 50 additional FTEs dedicated to 
management and oversight of contract counselors and 
rehabilitation and employment service providers. As a 
part of its strategy to enhance accountability and effi- 
ciency, the VA VR&E Task Force recommended creation 
and training of new staff positions for this purpose. Other 
new initiatives recommended by the task force also re- 
quire an investment of personnel resources. 

In FY 2009, VR&E was authorized 1,073 FTEs. The 
Independent Budget veterans service organizations have 



Vocational Rehabilitation and Employment and Chapter 33 Offsets: 

Disabled veterans who are eligible or become eligible for Vocational Rehabilitation and 
Employment (VR&E) and who are already entitled to chapter 33 benefits should receive the same 
financial assistance provided under chapter 33 in lieu of the VR&E subsistence allowance. 

W ith the passage of the Post 9/1 1 Veterans Educa- ployment handicaps have access to the wide array of 

tion Assistance Act of 2008 (chapter 33), veterans services provided through VR&E. In fact, that is the 

eligible for VR&E who are also eligible for chapter 33 very purpose of its existence, 

face a financial disincentive to participate in VR&E be- 
cause the VR&E subsistence allowance is significantly Given the unique services required to enable disabled 

lower than the monthly housing allowances provided veterans to return to the workforce, we believe that 

under chapter 33. Consequently, disabled veterans who veterans eligible for both programs should receive the 

choose to receive the higher amount under chapter 33 full benefit of VR&E with the same level of housing 

will be deprived of the other significant advantages pro- allowance as the chapter 33 housing allowance, 

vided by VR&E, including counseling, employment 

services, independent living services, etc. 

Recommendation: 

The Independent Budget veterans service organizations 

do not believe that Congress intended chapter 33 ben- Congress should amend title 38, United States Code, 

efits to replace those of VR&E. It is imperative that section 3108 (f)(1)(A) to include recipients of chapter 

veterans with employment handicaps or serious em- 33 benefits. 


been informed that this number has been “frozen” due 
to the unknown impact the implementation of chapter 
33 benefits will have on the VR&E program. Last year, 
we recommended that total staffing be increased to 
manage the current and anticipated workload as stated 
in the Secretary’s VR&E Task Force. This recommen- 
dation is still valid and VR&E staffing should be in- 
creased by 302 FTEs to total 1,375 FTEs. 


Recommendation: 

Congress should authorize 1,375 total full-time em- 
ployees for the Vocational Rehabilitation and Em- 
ployment Service for FY 2010. 
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Education Service 

Adequate_Staffing Levels: 

To meet its increasing workload demands, the Education Service must increase 
direct program full-time employees. 

A s it has with its other benefit programs, the De- 
partment of Veterans Affairs has been striving to 
provide more timely and efficient service to its 
claimants for education benefits. Given the fact that 
Congress has authorized the Post 9/11 Veterans Edu- 
cation Assistance Act (chapter 33) with benefits begin- 
ning in August of 2009, The Independent Budget 
veterans service organizations are concerned that VA’s 
Education Service will find itself severely understaffed. 

Chapter 33 benefits are extremely complex to admin- 
ister, and VA has reported that it is unlikely that the 
software technology will be developed by the August 
2009 deadline, so processing will have to be done man- 


ually. While we do not know at this time what this will 
mean in terms of the manpower necessary to manage 
this workload, we believe that it is obvious that VA will 
need a significant increase in resources to begin bene- 
fit processing in a timely manner and at a productivity 
level sufficient to prevent an instant backlog of claims. 

Recommendation: 

Congress should support VA requests for additional full- 
time employees at a level sufficient to minimize current 
claims backlogs and to fully manage the new workload 
they will incur with the addition of chapter 33 claims. 
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I n 1988, Congress recognized the need to change the situation that existed throughout the 
modern history of veterans’ programs, in which claims decisions of the Department of 
Veterans Affairs were immune to judicial review. Congress enacted legislation to au- 
thorize judicial review and created what is now the United States Court of Appeals for 
Veterans Claims (CAVC) to hear appeals from VA’s Board of Veterans’ Appeals (BVA). Until 
Congress acted, the BVA enjoyed, and took advantage of, its decision making — what the 
Supreme Court once referred to as “splendid isolation” from the law. 

Now the VA’s administrative decisions on claims are subject to judicial review in much the 
same way as a trial court’s decisions are subject to review on appeal. This provides a course 
for an individual to seek a remedy for an erroneous decision and a means by which to settle 
questions of law for application in other similar cases. When Congress established the CAVC, 
it added another beneficial element to appellate review: It created oversight of VA decision 
making by an independent, impartial tribunal from a different branch of government. Veter- 
ans are no longer without a remedy for erroneous BVA decisions. 

Judicial review of VA decisions has, in large part, lived up to the positive expectations of its 
proponents. Nevertheless, based on past recommendations in The Independent Budget, Con- 
gress has made some important adjustments to the judicial review process based on lessons 
learned through experience over time. More precise adjustments are still needed to conform 
judicial review to Congressional intent. Accordingly, The Independent Budget veterans serv- 
ice organizations make the following recommendations to improve the processes of judicial 
review in veterans’ benefits matters. 
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THE COURT OF APPEALS FOR VETERANS CLAIMS 

Scope of Review: Enforce Fairness in the Appeals Process 


Enforce the Benefit-of-the-Doubt Rule: 

To achieve the law’s intent that the Court of Appeals for Veterans Claims (CAVC/Court) enforce 
the benefit-of-the-doubt rule on appellate review, Congress must enact more precise 
and effective amendments to the statute setting forth the Court’s scope of review. 


T he conclusion regarding this recommendation is 
explained by the story of James Halvatgis. Mr. 
Halvatgis served approximately 25 years of honorable 
service. He was diagnosed with a right lumbar strain 
following a lifting injury during service in February 
1963. Mr. Halvatgis also hurt his back when he fell ap- 
proximately 20 feet while rappelling and then again in 
a jeep accident when he was thrown from the vehicle 
while swerving to avoid a landmine in Vietnam. He re- 
ported low back pain during service in July 1966, De- 
cember 1968, September through November 1973, 
September through October 1974, and again in 1976. 
Many of these symptoms spanned months at a time 
and were accompanied by neurological symptoms in- 
dicating nerve involvement. X-rays of the veteran’s low 
back taken prior to military discharge clearly revealed 
early signs of spinal deterioration. 

Numerous private treatment records following dis- 
charge continued to document a definite back disabil- 
ity. A board-certified orthopedic surgeon, who was also 
an associate professor of orthopedic surgery, diagnosed 
degenerative joint disease of the lumbar spine with 
spinal stenosis. VA subsequently received a medical 
opinion from this same orthopedic surgeon wherein he 
stated that he felt that the veteran had had symptoms 
since the 1960s with respect to his low back and 
opined that in all likelihood, the Vietnam War injuries 
contributed to his early onset of arthritis and spinal 
stenosis. 

Mr. Halvatgis filed a claim of service connection for his 
low back condition in January 2002. Further, he sub- 
mitted a statement to VA that all doctors who provided 
statements regarding his claims were afforded one com- 
plete copy of his service medical records. In April 2002, 
VA received another opinion from a second board-cer- 
tified orthopedic surgeon, who, again, was an associate 
professor of orthopedic surgery. This was the veteran’s 
treating physician, who stated that he had reviewed the 
veteran’s service medical records and then opined that 


the veteran’s “condition is a continuation of the diffi- 
culties he developed in the service.” 

The veteran submitted a second medical opinion (to- 
taling three) from one of the surgeons that stated the 
low back pain complained of while in the military 
“gradually progressed to the point where he now has 
post-traumatic arthritis of the lumbar spine.” A sec- 
ond opinion from the other surgeon (totaling four) was 
submitted that stated, “[h]e had problems dating back 
to 1974 when. ..he was noted to have collapse, nar- 
rowing, and degeneration at the L5-S1 level. I have re- 
viewed his medical service record which indicates this 
difficulty to that point in time.” 

In developing the claim, VA examined Mr. Halvatgis 
and asked for another medical opinion. The opinion 
was rendered by a noncertified physician assistant. 
Without referring to all of the treatment records in 
service, and without acknowledging the evidence that 
included four opinions presented by the two orthope- 
dic surgeons, the physician assistant opined that Mr. 
Halvatgis’s condition was congenital and otherwise age 
related, and therefore not related to his service. Based 
on the physician assistant’s opinion, VA denied the 
claim. 

Mr. Halvatgis appealed to the Board of Veterans’ Ap- 
peals (BVA/Board). The Board found that there was 
“no competent evidence linking the veteran’s low back 
disorder with his service....” The Board arbitrarily pro- 
vided that the physician assistant’s opinion was of 
more probative value despite that fact that all opinions 
were based on the same information. 

Mr. Halvatgis appealed to the Court. See Halvatgis v. 
Mansfield , No. 06-0149, 2007 WL 4981384 (U.S. 
Vet.App., November 02, 2007). Because of the Board’s 
nearly unreviewable authority to assign probative value 
(a factual finding) as arbitrarily as it sees fit, regardless 
of how abusive, and because of the Court’s refusal to 
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reverse such ludicrous decisions if they contain the 
slightest scintilla of plausibility, the Court denied Mr. 
Halvatgis’s claim. 

Unfortunately, because the Board has such authority, 
cases such as this are not at all uncommon. The Board 
is fully aware that its power to assign such value to ev- 
idence is practically untouchable; therefore, rather than 
using that power to ensure fairness and objectivity 
when reviewing evidence, it consistently yields it as a 
proverbial double-edged sword to marginalize and 
minimize evidence to fit its own subjective view. A 
combination of reasons explains the inherent unfair- 
ness displayed in Mr. Halvatgis’s case. Part of the prob- 
lem is that a claimant’s statutory right to the benefit of 
the doubt in cases like this has been interpreted as a 
“finding of fact” and subsequently converted by the 
Court’s jurisprudence to nothing more than meaning- 
less window dressing. 

The CAVC upholds VA findings of “material fact” un- 
less they are clearly erroneous and has repeatedly held 
that when there is a “plausible basis” for the Board’s 
factual finding, it is not clearly erroneous. 

Title 38, United States Code, section 5107(b) grants 
VA claimants a statutory right to the benefit of the 
doubt with respect to any benefit under laws adminis- 
tered by the Secretary of Veterans Affairs when there is 
an approximate balance of positive and negative evi- 
dence regarding any issue material to the determina- 
tion of a matter. Yet, the CAVC has been affirming 
many BVA findings of fact when the record contains 
only minimal evidence necessary to show a “plausible 
basis” for such finding. This renders a claimant’s statu- 
tory right to the benefit of the doubt meaningless be- 
cause claims can be denied and the denial upheld when 
supported by far less than a preponderance of evidence. 
These actions render Congressional intent under sec- 
tion 5107(b) meaningless. 

To correct this situation, Congress amended the law 
with the enactment of the Veterans Benefits Improve- 
ment Act of 2002 17 to expressly require the CAVC to 
consider whether a finding of fact is consistent with the 
benefit-of-the doubt rule. The intended effect of sec- 
tion 401 18 of the Veterans Benefits Act of 2002 has not 
been upheld by the court. 

Prior to the Veterans Benefits Act, the Court’s case law 
provided (1) that the Court was authorized to reverse 
a BVA finding of fact when the only permissible view 


of the evidence of record was contrary to that found by 
the BVA and (2) that a BVA finding of fact must be af- 
firmed where there was a plausible basis in the record 
for the Board’s determination. 

As a result of Veterans Benefits Act section 401 amend- 
ments to section 7261(a)(4), the CAVC is now directed 
to “hold unlawful and set aside or reverse” any “find- 
ing of material fact adverse to the claimant... if the find- 
ing is clearly erroneous.” 19 Furthermore, Congress 
added entirely new language to section 7261(b)(1) that 
mandates the CAVC to review the record of proceed- 
ings before the Secretary and the BVA pursuant to sec- 
tion 7252(b) of title 38 and “take due account of the 
Secretary’s application of section 5107(b) of this 
title....” 20 

The Secretary’s obligation under section 5107(b), as 
referred to in section 7261(b)(1), is as follows: 

(b) BENEFIT OF THE DOUBT - The Secretary 
shall consider all information and lay and medical 
evidence of record in a case before the Secretary 
with respect to benefits under laws administered 
by the Secretary. When there is an approximate 
balance of positive and negative evidence regarding 
any issue material to the determination of a matter, 
the Secretary shall give the benefit of the doubt to 
the claimant. 21 

Prior to enactment of Veterans Benefits Act section 401, 
the CAVC characterized the benefit-of-the-doubt rule 
as mandating that “when. ..the evidence is in relative 
equipoise, the law dictates that [the] veteran prevails” 
and that, conversely, a VA claimant loses only when “a 
fair preponderance of the evidence is against the 
claim.” 22 Nonetheless, such characterizations have his- 
torically proven to be nothing more than lip service. 

Reading amended sections 7261(a)(4) and 7261(b)(1) 
together, which must be done in order to determine the 
effect of the Veterans Benefits Act section 401 amend- 
ments, reveals that the CAVC is now directed, as part 
of its scope-of-review responsibility under section 
7261(a)(4), to undertake three actions in deciding 
whether BVA fact-finding that is adverse to a claimant 
is clearly erroneous and, if so, what the court should 
hold as to that fact-finding. 

Specifically, the three actions to be taken as noted in 
the plain meaning of the amended subsections (a)(4) 
and (b)(1) require the Court: (1) to review all evidence 
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before the Secretary and the BVA; (2) to consider the 
Secretary’s application of the benefit-of-the-doubt rule 
in view of that evidence; and (3) if the Court, after car- 
rying out actions (1) and (2), concludes that an adverse 
BVA finding of fact is clearly erroneous and therefore 
unlawful, the Court must set it aside or reverse it. 

Therefore, as the foregoing discussion illustrates, Con- 
gress intended the Veterans Benefits Act section 401 
amendments to section 7261(a)(4) and (b) to funda- 
mentally alter the Court’s review of BVA fact-finding. 
This is evident by both the plain meaning of the 
amended language of these subsections as well as the 
unequivocal legislative history of the amendments. 

Further, the legislative history bolsters the plain mean- 
ing of the statute by making clear that Congress in- 
tended for the Court to take a more proactive and less 
deferential role in its BVA fact-finding review. For ex- 
ample, amendments to section 7261, dealing with the 
same elements as did Veterans Benefits Act section 401, 
were included in S. 2079, introduced by Senator Rock- 
efeller on April 9, 2002. 23 Senator Rockefeller stated 
in full regarding section 401: 

Section 401 of the Compromise Agreement would 
maintain the current “clearly erroneous” standard 
of review, but modify the requirements of the re- 
view the court must perform when making deter- 
minations under section 7261(a) of title 38. CAVC 
would be specifically required to examine the 
record of proceedings — that is, the record on ap- 
peal-before the Secretary and BVA. Section 401 
would also provide special emphasis during the ju- 
dicial process to the “benefit of the doubt” provi- 
sions of section 5107(b) as CAVC makes findings 
of fact in reviewing BVA decisions. The combina- 
tion of these changes is intended to provide for 
more searching appellate review of BVA decisions, 
and thus give full force to the “benefit of doubt” 
provision. The addition of the words “or reverse” 
after “and set aside” in section 7261(a)(4) is in- 
tended to emphasize that CAVC should reverse 
clearly erroneous findings when appropriate, 
rather than remand the case. This new language in 
section 7261 would overrule the U.S. Court of Ap- 
peals for the Federal Circuit decision of Hensley v. 
West, 212 F.3d 1255 (Fed. Cir. 2000), which em- 
phasized that CAVC should perform only limited, 
deferential review of BVA decisions, and stated that 
BVA fact-finding “is entitled on review to substan- 
tial deference.” However, nothing in this new lan- 


guage is inconsistent with the existing section 
7261(c), which precludes the court from conduct- 
ing trial de novo when reviewing BVA decisions, 
that is, receiving evidence that is not part of the 
record before BVA. 24 

Perhaps the most dramatic of the three CAVC actions 
directed by section 401 was the mandate that the court 
“take due account of the Secretary’s application of sec- 
tion 5107(b),” the “benefit-of-the-doubt rule.” It is 
against this more relaxed standard of review that, 
through Veterans Benefits Act section 401, Congress 
has now required the Court to review the entire record 
on appeal and to examine the Secretary’s determination 
as to whether the evidence presented was in equipoise 
on a particular material fact. The foregoing notwith- 
standing, the Court’s equipoise review is no better after 
Veterans Benefits Act section 401 than it was before sec- 
tion 401. Congress’s intent has been ignored. 

In light of this background, the post- Veterans Benefits 
Act section 401 mandate supercedes the previous 
CAVC practice of upholding a BVA finding of fact un- 
less the only permissible view of the evidence of record 
is contrary to that found by the Board and that a Board 
finding of fact must be affirmed where there is a plau- 
sible basis in the record for the determination. Yet the 
nearly impenetrable “plausible basis” standard con- 
tinues to prevail as if Congress never amended section 
7261. 

The legislative history supports the plain meaning of 
these provisions discussed herein by strongly evidenc- 
ing the intent of Congress to bring about decisive 
change in the scope of the Court’s review of Board fact- 
finding. The House and Senate Committees on Veter- 
ans’ Affairs described the new provisions enacted by 
section 401 as follows in an explanatory statement they 
prepared regarding their compromise agreement: 25 

Senate bill 

Section 501 of S. 2237 would amend section 
7261 (a)(4). ..to change the [Court’s] standard of review 
as it applies to BVA findings of fact from “clearly er- 
roneous” to “unsupported by substantial evidence.” 
Section 502 would also cross-reference section 5107(b) 
in order to emphasize that the Secretary’s application of 
the “benefit of the doubt” to an appellant’s claim 
would be considered by CAVC on appeal. 

House bill 

The House bill contains no comparable provision. 
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Compromise agreement 

Section 401 of the Compromise Agreement followed 
the Senate language with the following amendments: 

The Compromise Agreement would modify the 
standard of review in the Senate bill in subsection 
(a) by deleting the change to a “substantial evi- 
dence” standard. It would modify the requirements 
of the review the Court must perform when it is 
making determinations under section 7261(a) 
...since the Secretary is precluded from seeking ju- 
dicial review of decisions of the Board, the addi- 
tion of the words “adverse to the claimant” in 
subsection (a) is intended to clarify that findings of 
fact favorable to the claimant may not be reviewed 
by the Court. Further, the addition of the words 
“or reverse” after “and set aside” is intended to 
emphasize that the Committees expect the Court 
to reverse clearly erroneous findings when appro- 
priate, rather than remand the case. [The Com- 
mittees’ expectations are being ignored by the 
Court.] The new subsection (b) [of section 7261] 
would maintain language from the Senate bill that 
would require the Court to examine the record of 
proceedings before the Secretary and BVA and the 
special emphasis during the judicial process on the 
benefit-of-doubt provisions of section 5107(b) as 
it makes findings of fact in reviewing BVA deci- 
sions. This would not alter the formula of the stan- 
dard of review on the Court, with the uncertainty 
of interpretation of its application that would ac- 
company such a change. The combination of these 
changes is intended to provide for more searching 
appellate review of BVA decisions, and thus give 
full force to the “benefit-of-doubt” provision. 26 

At the time of the Senate’s final action on S. 2237, VBA 
section 401 was quite extensively explained by Senator 
Rockefeller, who was the chairman of the Senate Com- 
mittee, the floor manager of the bill in the Senate, and 
the principal author of VBA section 401. In explaining 
section 401, he emphasized, as did the two committees 
in their explanatory statement, 27 that the combination 
of the new requirements that the CAVC “examine 
the. ..record on appeal,” consider the benefit-of-the 
doubt rule, and “make... findings of fact in reviewing 
BVA decisions” is “intended to provide for more search- 
ing appellate review of BVA decisions and thus give full 
force to the ‘benefit of the doubt’ provision.” 28 Chair- 
man Rockefeller concluded that the court should “re- 
verse clearly erroneous findings when appropriate, 
rather than remand the case.” 29 His statement is par- 


ticularly significant (1) because only the Senate had 
passed provisions to amend the Court’s section 7261 
scope-of-review provisions (in S. 2237), and the Com- 
mittees on Veterans’ Affairs explained that section 401 
generally “follows the Senate language,” and (2) be- 
cause there is no legislative history that is inconsistent 
with his statement. 30 Representative Evans, the ranking 
minority member of the House Committee, spoke in 
strong support of S. 2237 and explained that “the 
bill... clarifies the authority of the Court of Appeals for 
Veterans Claims to reverse decisions of the [BVA] in ap- 
propriate cases and requires the decisions be based 
upon the record as a whole, taking into account the pro- 
veteran rule known as the ‘benefit of the doubt.’ ” 31 

With the foregoing statutory requirements, the Court 
should no longer uphold a factual finding by the Board 
solely because it has a plausible basis, inasmuch as that 
would clearly contradict the requirement that the 
CAVC’s decision must take due account whether the 
factual finding adheres to the benefit-of-the-doubt rule. 
Yet such CAVC decisions upholding BVA denials be- 
cause of the “plausible bases” standard continue as if 
Congress never acted. 

The CAVC has essentially construed these amend- 
ments — intended to require a more searching appellate 
review of BVA fact-finding and to enforce the benefit of- 
the-doubt rule — as making no substantive change. The 
Court’s precedent decisions now make it clear that it will 
continue to defer to and uphold BVA fact-finding with- 
out regard to whether it is consistent with the statutory 
benefit-of-the-doubt rule. Congress should not allow any 
federal court to scoff at its legislative power, particularly 
one charged with the protection of rights afforded to our 
nation’s disabled veterans and their families. 

Congress clearly intended a less deferential standard of 
review of the Board’s application of the benefit-of-the- 
doubt rule when it amended 38 U.S.C. section 7261 in 
2002, yet there has been no substantive change in the 
Court’s practices. Therefore, to clarify the less defer- 
ential level of review that the Court should employ, 
Congress should amend 38 U.S.C. section 7261(a) by 
adding a new section, (a)(5), that states: “(5) In con- 
ducting review of adverse findings under (a)(4), the 
Court must agree with adverse factual findings in order 
to affirm a decision.” 

The Department of Veterans Affairs is a unique, non- 
adversarial forum for the adjudication of veterans’ ben- 
efits claims. Proper and consistent application of the 
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benefit-of-the-doubt rule is critical to maintaining the 
unique characteristics of the Department. The above 
discussion proves that such application is absent more 
often than not; in fact, Court decisions are usually void 
of any meaningful discussion of the benefit-of-the- 
doubt rule. Whereas, when applying the companion to 
subsection 7261(b)(1), which is 38 U.S.C. section 
7261(b)(2), requiring the Court to take due account of 
the rule of prejudicial error, the Court expressly states 
its determinations of such rule. Therefore, Congress 
should require the Court to consider and expressly 
state its determinations with respect to the application 
of the benefit-of-the-doubt doctrine under 38 U.S.C. 
section 7261(b)(1), when applicable. 


Recommendations: 

Congress should enact a joint resolution concerning 
changes made to title 38, United States Code, section 
7261, by the Veterans Benefits Act of 2002, indicating 
that it was and still is the intent of Congress that the 
Court of Appeals for Veterans Claims provide a more 
searching review of the Board of Veterans’ Appeals find- 
ings of fact, and that in doing so, ensure that it enforce a 
VA claimant’s statutory right to the benefit of the doubt. 


Congress should amend 38 U.S.C. section 7261(a) by 
adding a new section, (a)(5), that states: “(5) In con- 
ducting review of adverse findings under (a)(4), the 
Court must agree with adverse factual findings in order 
to affirm a decision.” 

Congress should require the Court to consider and ex- 
pressly state its determinations with respect to the ap- 
plication of the benefit-of-the-doubt doctrine under 38 
U.S.C., section 7261(b)(1), when applicable. 


17 P.L. 107-330, § 401, 116 stat. 2820, 2832. 

18 Section 401 of the Veterans Benefits Act, effective December 6, 2002; 38 U.S.C. §§ 
7261(a)(4) and (b)(1). 

”38 U.S.C. § 7261(a)(4). See also 38 U.S.C. § 7261(b)(1). 

“38 U.S.C. § 7261(b)(1). 

21 38 U.S.C. § 5107(b). 

22 Gilbert v. Derwinski 1 Vet. App. 49, 54-55 (1990). 

“See S. 2079, 107th Cong., 2d sess. § 2. 

24 148 Congressional Record SI 1334 (remarks of Sen. Rockefeller). 

“148 Congressional Record SI 1337, H9007. 

“148 Congressional Record SI 1337, H9003 (daily ed. November 18, 2002) (em- 
phasis added). (Explanatory statement printed in Congressional Record as part of de- 
bate in each body immediately prior to final passage of compromise agreement.) 
27 148 Congressional Record SI 1337, H9007. 

28 148 Congressional Record SI 1334. 

“Ibid. 

30 147 Congressional Record SI 1337, H9003. 

31 148 Congressional Record H9003. 




The Court’s Backlog: 

Congress should require the Court to amend its Rules of Practice 
and Procedure so as to preserve its limited resources. 


C ongress is aware that the number of cases appealed 
to the U.S. Court of Appeals for Veterans Claims 
(CAVC/Court) has increased significantly over the past 
several years. Nearly half of those cases are consistently 
remanded back to the Board of Veterans’ Appeals 
(BVA/Board). 

The Court has attempted to increase its efficiency and 
preserve judicial resources through a mediation 
process, under Rule 33 of the Court’s Rules of Practice 
and Procedure, to encourage parties to resolve issues 
before briefing is required. Despite this change to the 
Court’s rules, VA general counsel routinely fails to 
admit error or agree to remand at this early stage, yet 


later seeks a remand, thus utilizing more of the Court’s 
resources and defeating the purpose of the program. 

In this practice, the Department of Veterans Affairs usu- 
ally commits to defend the Board’s decision at the early 
stage in the process. Subsequently, when VA general 
counsel reviews the appellant’s brief, VA then changes 
its position, admits to error, and agrees to or requests a 
remand. Likewise, VA agrees to settle many cases in 
which the Court requests oral argument, suggesting ac- 
knowledgment of an indefensible VA error through the 
Court proceedings. VA’s failure to admit error, to agree 
to remand, or to settle cases at an earlier stage of the 
Court’s proceedings do not assist the Court or the vet- 
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eran; it merely adds to the Court’s backlog. Therefore, 
Congress should enact a Judicial Resources Preserva- 
tion Act. Such an act could be codified in a note to sec- 
tion 7264. For example, the new section could state: 

(1) Under 38 U.S.C. section 7264(a), the Court shall 
prescribe amendments to Rule 33 of the Court’s Rules 
of Practice and Procedure. These amendments shall re- 
quire the following: 

(a) If no agreement to remand has been reached be- 
fore or during the Rule 33 conference, the Depart- 
ment, within seven days after the Rule 33 
conference, shall file a pleading with the Court and 
the appellant describing the bases upon which the 
Department remains opposed to remand opposed. 

(b) If the Department of Veterans Affairs later de- 
termines a remand is necessary, it may only seek 
remand by joint agreement with the appellant. 

(c) No time shall be counted against the appellant 


where stays or extensions are necessary when the 
Department seeks a remand after the end of seven 
days after the Rule 33 conference. 

(d) Where the Department seeks a remand after the 
end of seven days after the Rule 33 conference, the 
Department waives any objection to and may not 
oppose any subsequent filing by appellant for 
Equal Access to Justice Act fees and costs under 28 
U.S.C. section 2412. 

(2) The Court may impose appropriate sanctions, in- 
cluding monetary sanctions, against the Department 
for failure to comply with these rules. 


Recommendation: 

Congress should enact a Judicial Resources Preserva- 
tion Act as described herein to preserve the Court’s 
limited resources and reduce the Court’s backlog. 




Appointment of Judges 

Congress should ensure that any new judges appointed to the Court of Appeals for Veterans 
Claims are themselves a veteran’s advocate and skilled in the practice of veterans law. 


T he United States Court of Appeals for Veterans 
Claims received well over 4,000 cases during FY 
2008. According to the Court’s annual report, the av- 
erage number of days it took to dispose of cases was 
nearly 450. This period has steadily increased each year 
over the past four years, despite the Court having re- 
called retired judges numerous times over the past two 
years specifically because of the backlog. 

Veterans law is an extremely specialized area of the law 
that currently has fewer than 500 attorneys nationwide 
whose practices are primarily in veterans law. Significant 
knowledge and experience in this practice area would re- 
duce the amount of time necessary to acclimate a new 
judge to the Court’s practice, procedures, and body of law. 


A reduction in the time to acclimate would allow a new 
judge to begin a full caseload in a shorter period, 
thereby benefiting the veteran population. Congress 
should therefore consider appointing new judges to the 
Court from the selection pool of current veterans law 
practitioners. 


Recommendation: 

Congress should enact a joint resolution indicating that 
it is the sense of Congress that any new judges ap- 
pointed to the Court of Appeals for Veterans Claims 
be selected from the knowledgeable pool of current vet- 
erans law practitioners. 
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Courthouse and Adjunct Offices: 

The Court of Appeals for Veterans Claims (CAVC) should be housed in its own dedicated building, 
designed and constructed to its specific needs and befitting its authority, status, and 
function as an appellate court of the United States. 


D uring the nearly 16 years since the CAVC was 
formed in accordance with legislation enacted in 
1988, it has been housed in commercial office build- 
ings. It is the only Article I court that does not have its 
own courthouse. The “Veterans Court” should be ac- 
corded at least the same degree of respect enjoyed by 
other appellate courts of the United States. Rather than 
being a tenant in a commercial office building, the 
court should have its own dedicated building that 
meets its specific functional and security needs, proj- 
ects the proper image, and concurrently allows the con- 
solidation of VA general counsel staff, court practicing 
attorneys, and veterans service organization represen- 
tatives to the court in one place. The CAVC should 


have its own home, located in a dignified setting with 
distinctive architecture that communicates its judicial 
authority and stature as a judicial institution of the 
United States. Construction of a courthouse and jus- 
tice center requires an appropriate site, authorizing leg- 
islation, and funding. 


Recommendation: 

Congress should enact legislation and provide the 
funding necessary to construct a courthouse and jus- 
tice center for the Court of Appeals for Veterans 
Claims. 
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T he Veterans Health Administration ( VHA) is the largest direct provider of health-care 
services in the nation. The VHA provides the most extensive training environment 
for health professionals and is the nation’s most clinically focused setting for medical 
and prosthetics research. Additionally, the VHA is the nation’s primary backup to the 
Department of Defense (DOD) in time of war or domestic emergency. Of the nearly 8 million 
veterans that the Department of Veterans Affairs anticipates enrolling in the health-care system 
in fiscal year 2010, the VHA will provide health care to nearly 75 percent of them — approxi- 
mately 6 million unique patients. It is a well-established fact that the quality of VHA care is at 
least equivalent to, and in most cases better than, care in any private or public health-care sys- 
tem. The VHA provides specialized health-care services — blind rehabilitation, spinal cord injury 
care, and prosthetics services — that are unmatched in any other system in the United States or 
worldwide. The Institute of Medicine has cited the VHA as the nation’s leader in tracking and 
minimizing medical errors. 



Unique VHA Patients and Enrolled Veterans — This chart shows the trend toward the increas- 
ing number of patients treated in VHA facilities and the increase of veterans enrolled for care. 
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Although the VHA makes no profit, buys no advertising, pays no insurance premiums, and compensates its physi- 
cians and clinical staff significantly less than private-sector health-care systems, it is the most efficient and cost- 
effective health-care system in the nation. The VHA sets the standards for quality and efficiency, and it does so 
at or below Medicare rates, while serving a population of veterans that is older, sicker, and has a higher preva- 
lence of mental and related health problems. 

Whereas, historically, VA has faced inadequate appropriations, Congress and the Administration have shown 
some desire to correct this trend in the past couple of years. But more work remains to be done. More often than 
not, appropriations are delayed beyond the start of the fiscal year on October 1, placing the VHA at a competi- 
tive disadvantage for health-care professionals. In fact, in 19 of the past 21 years VA did not receive its appro- 
priations prior to the start of the new fiscal year. This creates a domino effect wherein the VA is unable to hire 
enough quality professionals, which leads to longer waits for health-care appointments. It also creates significant 
access problems for veterans. As a result of these occurrences, The Independent Budget continues to advocate for 
a method to ensure that VA receives adequate funding in a timely manner in order to continue providing timely, 
quality health care to all veterans. 

With this in mind, the coauthors of The Independent Budget, in conjunction with the Partnership for Veterans’ 
Health Care Budget Reform, will advocate for Congress to reform VA’s medical care appropriation to give it an 
advance appropriation status, to provide funding for veterans’ health care one year or more in advance of the op- 
erating year. This would ensure funding becomes timely and predictable, without converting it to mandatory sta- 
tus or requiring it to meet Congressional PAYGO (pay-as-you-go) rules for mandatory accounts. Moreover, we 
believe Congress should require VA’s internal budget model to be shared publicly to provide accurate estimates 
for VA health-care funding, with the information audited by the Government Accountability Office. 

We also recognize that VA must continue to meet the demands of the newest generation of veterans as they turn 
to VHA for their care. The difficulties in this crossover between VA and the DOD have elevated seamless transi- 
tion to the top of concerns for both departments. As such, it is critically important for VA and DOD to imple- 
ment the systems needed to make this transition, particularly from one health-care system to the other, as smooth 
as possible. 

Ultimately, the policy proposals we present and the funding recommendations we make serve to enhance and 
strengthen the VA health-care system. It is our responsibility, along with Congress and the Administration, to 
vigorously defend a system that has set itself above all other major health-care systems in this country. For all of 
the criticism that the VA health-care system receives, it continues to outperform, both in quality of care and pa- 
tient satisfaction, every other health-care system in America. 
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Su fficie nt , Time ly, and Predictable Funding for VA Health Care: 

The Department of Veterans Affairs must receive sufficient funding for veterans’ health care and 
Congress must reform the funding process to ensure sufficient, predictable, and timely funding. 


A s in years past, the FY 2008 appropriations process 
was neither seamless nor efficient. The Independent 
Budget veterans service organizations (IBVSOs) were 
very disappointed when, for the 13th time in the past 15 
years, VA did not receive its appropriation at the start of 
the new fiscal year, October 1. Although the appropria- 
tions bill was eventually enacted, it included budgetary 
gimmicks the IBVSOs have long opposed. The maximum 
appropriation available to VA matched or exceeded the 
IB’s recommendations; however, the vast majority of this 
increase was contingent upon the Administration making 
an emergency funding request for the additional money 
Congress approved. Fortunately, the Administration rec- 
ognized the importance of this critical funding and trig- 
gered its release to VA. This emergency request provided 
VA with $3.7 billion more than the Administration had 
sought for VA in FY 2008. 

The process leading up to FY 2009 was equally chal- 
lenging. For the second year in a row, VA received historic 
funding levels that matched, and in some cases exceeded, 
the recommendations of the IB. Moreover, for only the 
third time in the past 20 years, VA received its budget 
prior to the start of the new fiscal year. However, this 
funding was provided through a combination continu- 
ing resolution/omnibus appropriations act. The underly- 
ing Military Construction and Veterans Affairs 
appropriations bill for FY 2009 was not actually com- 
pleted by Congress in the regular order. While the House 
passed the bill in the summer, the Senate never brought 
its bill up for a floor vote. This fact serves as a continu- 
ing reminder that, despite excellent funding levels pro- 
vided over the past two years, the larger appropriations 
process is completely broken. 

Although significant strides have been made to increase 
the level of VA health-care funding during the past sev- 
eral years, the inability of Congress and the Administra- 
tion to agree upon and enact veterans’ health-care 
appropriations legislation on time continues to hamper 
and threaten VA health care. When VA does not receive 
its funding in a timely manner, it is forced to ration health 
care. Much-needed medical staff cannot be hired, medical 
equipment cannot be procured, waiting times for veter- 
ans increase, and the quality of care suffers. 


Only through a comprehensive reform of the budget 
and appropriations process, such as advance appro- 
priations, will Congress be able to ensure the long-term 
viability and quality of VA’s health-care system. A re- 
view of the past two budget cycles makes it evident that 
even when there is strong support for providing suffi- 
cient funding for veterans’ medical care programs, the 
systemic flaws in the budget and appropriations 
process continue to hamper access to and threaten the 
quality of VA’s health-care system. 

On February 4, 2008, the President’s budget submis- 
sion for the Department of Veterans Affairs for FY 
2009 was released, which included a total funding re- 
quest of $41.2 billion for VA medical care, an increase 
of $2.1 billion over the FY 2008 funding level. This re- 
quest included $38.7 billion in discretionary funding 
and $2.5 billion in medical care collections. The Inde- 
pendent Budget for Fiscal Year 2009 recommended ap- 
proximately $42.8 billion in total funding for medical 
care — an increase of $3.7 billion over the FY 2008 ap- 
proved funding level and approximately $1.6 billion 
over the Administration’s request. In the end, Congress 
provided approximately $43 billion for total medical 
spending in VA. This included $40.5 billion in discre- 
tionary budget authority and an additional $2.5 bil- 
lion in medical care collections. 

Although the IBVSOs have long opposed the use of col- 
lections in establishing the VA operating budget, we 
recognize that a significant amount of funding is avail- 
able to the Department each year from these collec- 
tions. However, we urge Congress to review the actual 
collection rates VA achieves each year if it continues to 
use collections to increase its operating budget. Our own 
analysis suggests that VA has only collected about 79 per- 
cent of its estimated collection rates dating back to FY 
2004. This would suggest that VA will likely only collect 
approximately $2 billion for FY 2009, even though the 
Office of Management and Budget and the appropria- 
tors will credit VA’s estimate of $2.5 billion to offset 
budgetary needs. 

For FY 2010, The Independent Budget recommends ap- 
proximately $46.6 billion for total medical care, an in- 
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crease of $3.6 billion over the FY 2009 operating budget 
level established by P. L. 110-329, the “Consolidated Se- 
curity, Disaster Assistance, and Continuing Appropria- 
tions Act of 2009.” Our recommendation reinforces the 
long-held policy that medical care collections should be 
a supplement to, not a substitute for, operating funds. 
Therefore, until Congress and the Administration fairly 
address the inaccurate estimates for medical care collec- 
tions, the VA operating budget should not include in- 
flated estimates as a component. 

The Medical Care appropriation includes three separate 
accounts — Medical Services, Medical Support and Com- 
pliance, and Medical Facilities — that comprise the total 
VA health-care funding level. For FY 2010, The Inde- 
pendent Budget recommends approximately $36.6 billion 
for Medical Services, as outlined in the table below. 


| Medical Services Recommendation | 

Current Services Estimate 

$34,608,814,000 

Increase in Patient Workload 

$1,173,607,000 

Policy Initiatives 

$790,000,000 

Total FY 201 0 Medical Services 

$36,572,421,000 


The increase in patient workload is based on a projected 
increase of 93,000 new unique patients — priority group 
1-8 veterans and covered nonveterans. The IBVSOs es- 
timate the cost of these new unique patients at approxi- 
mately $639 million. The increase in patient workload 
also includes a projected increase of 90,000 new Opera- 
tion Enduring Freedom and Operation Iraqi Freedom vet- 
erans at a cost of approximately $279 million. Finally, 
the increase in workload includes a projected increase in 
the number of new veterans who will use the VA health- 
care system as a result of the recent decision to expand 
priority group 8 enrollment by 10 percent. The VA esti- 
mated that this policy change would allow approxi- 
mately 265,000 new enrollees. Based on a historic 
enrolled priority group 8 utilization rate of 25 percent, 
we estimate approximately 66,250 of these new enrollees 
will become users of the system. This translates to a cost 
of approximately $255 million. 

Our policy initiatives include a continued investment in 
mental health and related services, returning the VA to 
its mandated long-term care capacity, and meeting pros- 
thetics needs for current and future generations of veter- 
ans. For mental health and related services, the IB 
recommends an additional $250 million. In order to re- 
store the VA’s long-term care average daily census to the 


level mandated by P. L. 106-117, the “Millennium 
Health Care Act,” we recommend $440 million more. 
Finally, to meet the increase in demand for prosthetics, 
the IB recommends an additional $100 million. 

For Medical Support and Compliance, the IB recom- 
mends approximately $4.6 billion. This new account was 
established by the FY 2009 appropriations bill, replacing 
the Medical Administration account. Finally, for Medical 
Facilities, the IB recommends approximately $5.4 billion. 
This amount includes an additional $150 million for non- 
recurring maintenance for VA to begin addressing its mas- 
sive backlog of infrastructure needs. 

The IBVSOs contend that despite the recent increases in 
VA health-care funding VA does not have the resources 
necessary to remove the prohibition on enrollment of pri- 
ority group 8 veterans, who have been blocked since Jan- 
uary 17, 2003. In response to this continuing policy, 
Congress included additional funding to begin opening 
the VA health-care system to some priority group 8 vet- 
erans. In fact, the final approved FY 2009 appropriations 
bill included approximately $375 million to increase en- 
rollment of priority group 8 veterans by 10 percent. This 
will allow the lowest income and uninsured priority 
group 8 veterans to begin accessing VA health care. 

The IBVSOs believe that providing a cost estimate for the 
total cost to reopen VA’s health-care system to all prior- 
ity group 8 veterans is a monumental task. That being 
said, our estimate is based on projected new users and 
on second-hand information received regarding numbers 
of priority group 8 veterans who have actually been de- 
nied enrollment into the VA system. We have received in- 
formation suggesting that VA has actually denied 
enrollment to approximately 565,000 veterans. We esti- 
mate that such a policy change would cost approximately 
$545 million in the first year, assuming that about 25 per- 
cent (141,250) of these veterans would actually use the 
system. If, assuming a worst-case scenario, all of these 
veterans previously denied enrollment were to become 
users of the VA health-care system, the total cost would 
be approximately $2.2 billion. These estimates reflect a 
total cost that does not consider the offset of any medical 
care collections. We believe it is time for VA and Con- 
gress to develop a workable solution to allow all eligible 
priority group 8 veterans to enroll in the system. 

For more than a decade, the Partnership for Veterans 
Health Care Budget Reform (Partnership), made up of 
nine veterans service organizations, has advocated reform 
in the VA health-care budget process. The Partnership 
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has worked with both House and Senate veterans’ lead- 
ers to craft legislation that would change VA’s health-care 
funding process from a discretionary to a mandatory sys- 
tem. If enacted, such a change would be intended to guar- 
antee that VA health-care funding would be sufficient, 
timely, and predictable. This technique would guarantee 
funding is made available on time every year; with auto- 
matic adjustments to account for medical inflation and 
enrollment changes. However, despite the fact that legis- 
lation has been introduced in recent years to shift VA 
health-care funding to mandatory status, to date, Con- 
gress has not shown interest in moving this legislation 
forward. As a result, the Partnership worked with Com- 
mittees on Veterans’ Affairs to develop an alternative 
proposal (S. 3527/H. R. 6939) that would change VA’s 
medical care appropriation to an “advance appropria- 
tion,” guaranteeing funding for the health-care system 
up to one year in advance of the operating year. This al- 
ternative proposal would ensure that the VA received its 
funding in a timely and predictable manner. Furthermore, 
it would provide an option the IBVSOs believe to be po- 
litically more viable than mandatory funding and un- 
questionably better than the current process. Moreover, 
to ensure sufficiency, our advance appropriations pro- 
posal would require that VA’s internal budget actuarial 
model be shared publicly with Congress to reflect the ac- 
curacy of its estimates for VA health-care funding, as de- 
termined by a Government Accountability Office audit, 
before political considerations take over the process. This 


feature would add transparency and integrity to the VA 
health-care budget process. 


Recommendations: 

The Administration and Congress must provide suffi- 
cient funding for VA health care to ensure that all eli- 
gible veterans are able to receive VA medical services 
without undue delays or restrictions. When VA has cal- 
culated the cost to reopen the system to all veterans, it 
should receive full funding to accommodate priority 
group 8 veterans who choose to use the VA system for 
their health-care needs. 

Congress should reform VA’s medical care appropria- 
tion to give it an advance appropriation status, to pro- 
vide funding for veterans’ health care one year or more 
in advance of the operating year. This would ensure 
funding becomes timely and predictable, without con- 
verting it to mandatory status or requiring it to meet 
Congressional PAYGO (pay-as-you-go) rules for 
mandatory accounts. 

Congress should require VA’s internal budget model to 
be shared publicly to provide accurate estimates for VA 
health-care funding, with the information audited by 
the Government Accountability Office. 




Advance Appropriations for VA Health Care: 

Congress should enact and implement legislation reforming the VA budget and appropriations 
process to fund veterans’ medical care through a one-year advance appropriation, 
and require the Government Accountability Office ( GAO) to audit and publicly 
report on VA’s budget methodology and estimates. 


O n September 30, 2008, legislation providing appro- 
priations for the Department of Veterans Affairs 
was enacted into law one day before the start of the new 
fiscal year, the first time the VA budget had been ap- 
proved on time in more than a decade, and just the third 
time in the 22-year history of The Independent Budget. 
Despite the commitment of the current Congress to pro- 
vide sufficient and timely funding for veterans’ health 
care, there is a consistent record of late and insufficient 


funding for veterans’ health care over the past two 
decades, which has occurred under the Congressional 
and Presidential leadership of both political parties. Even 
with the large increases of the past few years, veterans 
continue to wait to receive medical services and VA is still 
unable to enroll all veterans seeking care, including more 
than 600,000 priority group 8 veterans who have been 
turned away by VA over the past five years. 
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VA is the largest integrated health-care system in the 
United States, employing more than 200,000 personnel 
who provide medical care to more than 5.5 million vet- 
erans at more than 1,400 access points across the coun- 
try. As a direct provider of services, VA is especially 
vulnerable to the inherently unpredictable nature of the 
annual discretionary appropriations process. Effectively 
managing such a large enterprise requires sufficient, 
timely, and predictable funding. Without reform of the 
budget process, the veterans’ health-care system will face 
greater challenges and pressures that could threaten the 
long-term quality of care provided to veterans. 

To ensure the long- term viability and quality of the VA 
health-care system, Congress should approve legislation 
enabling one-year advance appropriations for veterans’ 
medical care programs and subsequently approve both 
the regular FY 2010 VA appropriations bill and an ad- 
vance appropriations bill for FY 2011 veterans’ med- 
ical care accounts during the FY 2010 budget cycle. To 
enhance Congress’s ability to provide accurate and suf- 
ficient appropriations levels for VA medical care, the 
GAO should audit, assess, and publicly report to Con- 
gress an assessment of the accuracy and sufficiency of 
VA’s budget forecasting methodology, as well as the 
budget projections derived from it. 

On September 18, 2008, the chairmen of Committees on 
Veterans’ Affairs introduced legislation (S. 3527/H.R. 
6939) to reform the VA budget process by providing ad- 
vance appropriations for veterans’ health care. The leg- 
islation was developed in consultation with the 
Partnership for Veterans Health Care Budget Reform 
(Partnership), which includes the four Independent 
Budget veterans service organizations (IBVSOs). The 
Military Coalition, composed of 35 military and veterans 
organizations, has also endorsed this proposal as a top 
legislative priority. S. 3527 and H.R. 6939 have been sup- 
ported by a bipartisan group of Senate and House 
cosponsors, including then-Senator Barack Obama and 
Sen. John McCain. In a recent letter to the American Fed- 
eration of Government Employees, then-candidate 
Obama stated clearly that he would “...recommend pas- 
sage of advance appropriation legislation for the FY 2010 
appropriations cycle....” The IBVSOs call on Congress 
to work with the President to fulfill this promise. 

For more than a decade the Partnership has worked to 
achieve a sensible and lasting reform of the funding 
process for veterans’ health care. With today’s economic 
crisis further exacerbating the federal government’s 
budget outlook, such a change may be even more diffi- 


cult to achieve. Over the past two years, the Partner- 
ship has explored several other budget reform options 
that would achieve the same goals for which manda- 
tory funding was proposed — sufficient, timely, and pre- 
dictable funding — while taking into account the 
political and economic changes that have occurred since 
the Partnership was first formed. 

Despite the significant, and in some cases historic, 
funding increases for veterans programs that occurred 
over the past couple of years, the long-term funding 
outlook for veterans’ health care remains uncertain. 
There is an unfortunate historical trend that when wars 
wind down, so, too, does the public’s interest, and by 
extension Congress’s attention to providing sufficient 
funding. With the potential for a long recession or 
worse on the horizon, veterans can be expected to rely 
more heavily on VA to meet their health-care needs. In 
addition, the scale and complexity of the wounds and 
disabilities suffered by our newest veterans, and the 
costly cutting-edge treatments available to help them 
recover, are likely to require increasing levels of fund- 
ing far into the future, even if the veterans’ population 
continues to contract over the next decade. 

Unlike government grant or transfer payment pro- 
grams, VA is a direct provider of services, and, as such, 
suffers more when funding is late and unpredictable. 
Testimony submitted to a Senate Veterans’ Affairs 
Committee hearing on VA health-care funding quoted 
three former VA medical center (VAMC) directors. 
One stated, “For the past 13 years, I served as the Di- 
rector of the Spokane VA Medical Center.. .(and). ..in 
all but one year of my tenure as Director, we began the 
budget cycle in a continuing resolution.” Another long- 
time VAMC director stated that because of “...the un- 
certainty of sufficient resources to meet the needs of 
the veteran population.. . [decisions were made based 
on the availability of funds daily.” Another person, 
who served both as a VAMC director and as VHA’s 
chief business officer, summed it up best when he said, 
“...VA funding and the appropriations process is a 
process that no effective business could tolerate.” 32 

For the past two decades, VA has been forced to oper- 
ate without knowing when or what amount of funding 
would be available for its health-care programs. This un- 
predictability is a hindrance for VA directors as they seek 
to recruit and hire new doctors, nurses, and other health- 
care professionals, a process that already takes months 
in the best of circumstances. And even if their budget is 
approved a few days or weeks before the start of the new 
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fiscal year, VA directors are not able to hire the medical 
personnel necessary to provide expanded care to new 
veterans or begin new specialized care programs for sev- 
eral months into the new fiscal year. Negotiating equip- 
ment purchases or facility leases also takes time to ensure 
fiscally responsible contracts, further delaying the pro- 
vision of expanded health care, for which funding in- 
creases are intended. Until VA can have some assurance 
that its funding will arrive in a timely and predictable 
manner, these types of inefficiencies will continue to hin- 
der VA’s provision of health care. 

The Veterans Health Care Budget Reform Act (S. 
3527/H.R. 6939) would address these problems by au- 
thorizing advance appropriations for VA medical care. 
Advance appropriations are different from biennial 
budgeting, in which Congress approves a full two-year 
appropriations bill every two years, providing funding 
that can be spent throughout the entire two-year period. 
It is also different from forward funding and advance 
funding, which provide the flexibility to spend some ap- 
propriated funds in the preceding or next fiscal year. 
With advance appropriations, funding would be appro- 
priated for each fiscal year to be spent only during that 
fiscal year; it is only the law that is done in advance. The 
benefit of advance appropriations is that when the law 
is approved a year in advance, VA has the statutory au- 
thority to plan how best to spend the approved funding 
on the first day of the fiscal year, regardless of what hap- 
pens with the rest of the federal budget process. 

Unlike mandatory funding proposals, advance appropri- 
ations is a discretionary funding process, and therefore 
Congress and the Administration maintain their role in 
setting funding levels for each fiscal year. Advance ap- 
propriations do not have to comply with Congressional 
PAYGO budget rules because there is no mandatory scor- 
ing to be offset by matching spending cuts or tax in- 
creases. Nor is there any reasonable argument to be made 
that Congressional oversight is weakened, as Congress 
retains its full discretion to set the level of funding for all 
medical care accounts for each fiscal year. Furthermore, 
Congress can reconsider or amend any advance appro- 
priations bill prior to the start of the fiscal year, to in- 
crease it to provide sufficient funding or to limit spending 
for certain programs or purposes. Congress also retains 
authority to approve emergency supplemental appropri- 
ations for VA medical care, just as it can for any program, 
if unforeseen circumstances warrant additional spending. 

Advance appropriations are regularly used for a number 
of other federal programs, including the Low Income 


Home Energy Assistance Program, Head Start, Special 
Education programs, Employment and Training Admin- 
istration, Job Corps, Section 8 Housing Vouchers, and 
the Corporation for Public Broadcasting (CPB). The most 
recent budget resolutions have contained provisions that 
provide waivers against points of order against these 
specified advance appropriations and also have included 
an overall dollar limitation on all of them except for the 
CPB. Historically, advance appropriations have been 
used to make a program function more effectively, better 
align with funding cycles of program recipients, or pro- 
vide insulation from annual partisan political maneuver- 
ing. By moving to advance appropriations, veterans’ 
health-care programs would accrue all three of these ben- 
efits. Veterans’ health care could no longer be used as po- 
litical bargaining chip, either to “bust” budget caps or to 
carry unrelated spending or legislative provisions. With 
advance appropriations, veterans’ health care could not 
be held hostage during future federal budget showdowns, 
which often result in continuing resolutions, emergency 
spending designations, and other budget gimmicks. 

To enhance the budget process even further, the proposed 
legislation includes provisions to add transparency and 
oversight of VA’s internal budget forecasting model. In 
recent years, VA has developed a new methodology to 
estimate its resource needs for veterans’ health care, 
called the Enrollee Health Care Projection Model 
(model). Developed in collaboration with a leading pri- 
vate sector actuarial firm (Milliman, Inc.) over the past 
several years, the model has substantially improved VA’s 
ability to estimate its budgetary needs for future years. 
The model has been thoroughly reviewed by the Office of 
Management and Budget and approved for use in devel- 
oping VA’s budget. In addition, RAND’s Center for Mil- 
itary Health Policy Research recently completed a study 
on VA’s model, concluding that it is “...likely to be valid 
for short-term budget planning... [and]. ..represents a sub- 
stantial improvement over the budgeting methodologies 
used by the VA in the past....” RAND cautioned that the 
model’s validity and accuracy for short-term budget esti- 
mation does not necessarily translate into long-term pol- 
icy planning and analysis. 

The model estimates VA health-care’s resource needs by 
combining estimates of enrollment levels, utilization 
rates, and unit costs for 58 medical services and more 
than 40,000 separate enrollee groups, or “cells.” Each of 
the 40,000 cells represents a combination of one geo- 
graphic sector, age range, and priority level. The model 
incorporates additional usage trends — such as reliance 
on and intensity of services — and then separates out spe- 
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cial populations (such as veterans of Operations Endur- 
ing and Iraqi Freedom) and services (such as mental 
health care) for additional adjustments. While the model 
relies heavily on Milliman’s proprietary Health Cost 
Guidelines, substantial adjustments are made to account 
for the unique characteristics of the veteran enrollee pop- 
ulation and the VA health-care system. The final result 
produced by the model provides the most comprehen- 
sive, robust, and accurate estimate of what it will cost 
VA in future years to provide current services authorized 
in law to the veterans expected to seek those services. 

Because of the complex nature of VA’s actuarially based 
model, the proposed legislation would require the GAO 
to conduct an annual audit and assessment of the model 
to determine its validity and accuracy, as well as assess 
the integrity of the process and the data upon which it 
is based. The GAO would submit public reports to 
Congress each year at the same time the President sub- 
mits his budget request. Each report would assess the 
model and include an estimate of the budget needs for 
VA’s medical care accounts for the next two fiscal years. 
These GAO reports would provide a valuable tool for 
Congress as it applies its expertise to considering the 
President’s budget request. 

Furthermore, by making the model’s data-driven esti- 
mates publicly available, Congress and the Administra- 
tion would be forced to conduct an honest debate on 
the funding needs of veterans’ health care, rather than 
the political priority of fully funding veterans’ medical 
care programs. The GAO reports would also provide 
the IBVSOs and other veterans service organizations 
and interested parties a greater ability to objectively 


judge whether Congress and the Administration were 
proposing funding levels for veterans’ health care suffi- 
cient to meet actual need. In addition, providing Con- 
gress with access to the model and its estimates of VA 
health care’s resource needs would provide greater con- 
fidence in the accuracy of advance appropriations for 
veterans’ medical care, as well as validate future re- 
quests for emergency supplemental appropriations. 


Recommendations: 

Congress should approve legislation that reforms the 
VA health-care budget process by authorizing one-year 
advance appropriations for VA Medical Care Ac- 
counts: Medical Services, Medical Support and Com- 
pliance, and Medical Facilities. The legislation should 
also require the Government Accountability Office to 
regularly audit, assess, and report publicly to Congress 
on the integrity and accuracy of VA’s budget forecast- 
ing model and its estimates. 

Congress should include language in the budget reso- 
lution that provides a waiver for points of order against 
advance appropriations for VA Medical Care Accounts 
without setting a dollar limitation on those accounts. 

Congress should approve both the FY 2010 appropri- 
ations for all VA accounts and an FY 2011 advance ap- 
propriations bill for the three VA Medical Care 
Accounts during the FY 2010 budget cycle. 


“Testimony submitted before the Sentate Committee on Veterans’ Affairs, July 
25 , 2007 . 




Accountability: 


The Department of Veterans Affairs must hold its leaders accountable for running high-quality 
health-care programs and ensure that accountability systems that measure accomplishment 
of goals are synchronized with the needs of veterans. 


L ike the private sector, government organizations 
have seen the need for developing systems of ac- 
countability. Accountability is simplified when every- 
one’s goals are shared — for example, goals of for-profit 
corporations align with maximizing profits and cost 


savings. However, the process of identifying goals that 
meet the needs of a government program, such as the 
Veterans Health Administration (VHA), and satisfy a 
variety of stakeholders, establishing objectives and 
measures and assigning responsibility for their suc- 
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cessful completion, can be extremely challenging. 

The federal government has committed to the estab- 
lishment of practices that demonstrate its effectiveness 
to taxpayers. For example, the Office of Management 
and Budget (OMB) has reengineered its operations to 
focus more resources on managing federal government 
programs (reviewing performance) and the General Ac- 
counting Office has been renamed the Government Ac- 
countability Office (GAO) to more accurately reflect 
the current mission focused on improving the per- 
formance and assuring the accountability of the federal 
government for the benefit of the American people. 33 

Congress has also demonstrated interest in ensuring 
that the programs it funds are meeting their goals. In 
1993, Congress enacted the Government Performance 
and Results Act (GPRA), which established the frame- 
work for the development of strategic plans and per- 
formance measurement for the federal government 
agencies. The GPRA requires each agency to develop a 
five-year strategic plan, which is to be reviewed every 
three years. Both the OMB and the GAO attempt to 
ensure that federally funded programs use resources ef- 
fectively to meet strategic goals. 

The OMB Performance Assessment Rating Tool 
(PART) for Veterans Health Care found that the VA 
medical care system was “adequate” in terms of meet- 
ing its goals. Goals assessed included targeting re- 
sources at lower-income, service-disabled, and veterans 
with special eligibilities; collecting data to demonstrate 
effective care, such as use of performance measures, 
widely accepted clinical indices for managing chronic 
conditions and preventive measures; and linking med- 
ical care budget requests to performance. 

Managerial accountability systems encompass several 
important components: clearly defined, measurable 
goals that affected parties agree are in the best interest 
of the organization, accurate tools to measure the 
goals, and the appropriate and fair assignment of re- 
sponsibility for achieving the goals. 

In accordance with the GPRA, VA developed four 
broad strategic goals to accomplish the following: 

1 . Restore to the greatest extent possible the capabil- 
ities of veterans with disabilities and improve the 
quality of their lives. 

2. Ensure a smooth transition for veterans from ac- 
tive military service to civilian life. 


3. Honor and serve veterans in life and memorialize 
them in death for their sacrifices on behalf of the 
nation. 

4. Contribute to the public health, emergency man- 
agement, socioeconomic well-being, and history of 
the nation. 

5. Deliver world-class service to veterans and their 
families by applying sound business principles that 
result in effective management of people, commu- 
nications, technology, and governance. 

The final goal is an “enabling goal,” which, if fulfilled, 
allows VA to meet the first four. Each goal is followed 
by a series of objectives and each objective by meas- 
ures that relate to those objectives’ fulfillment. 

To measure its performance toward fulfilling its mis- 
sion, VA uses a five-tier performance measurement 
framework. To achieve its four strategic goals listed 
above, VA employs 21 strategic objectives, which are 
broad operational focus areas. In order to evaluate 
performance and measure progress toward achieving 
strategic objectives a collective summit was held that 
included the OMB, GAO, and Congress. VA ultimately 
identified 138 specific measurable indicators called 
performance measures that fall under three broad 
categories: efficiency (effective use of time and re- 
sources), outcome (achieves the desired result), or out- 
put (numbers produced). Of the 138 performance 
measures, 25 were identified by VA senior leadership as 
mission critical. 

VA also identified performance and strategic targets as- 
sociated with specific performance measures to be 
achieved during a fiscal year. Ideally, quality systems 
want to ensure that “outcomes” goals are met — for ex- 
ample, rather than counting how many medical records 
indicated that veterans had been advised not to smoke 
(an output measure), ideally, an overall reduction in 
smoking among VA users (an outcome measure) would 
be a goal. 

The Independent Budget veterans service organizations 
(IBVSOs) agree with the broadly defined strategic goals 
but have some concern with the objectives or the meas- 
ures and targets VA used to define success. For exam- 
ple, under strategic goal 3 (Honoring, Serving, and 
Memorializing Veterans) Objective 3.1 (Delivering 
Health Care), one key measure is a targeted annual per- 
cent increase of noninstitutional long-term care as ex- 
pressed by the average daily census (ADC). While VA 
acknowledges that a more accurate measure than using 
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ADC is needed because it does not accurately measure 
the amount of care veterans receive, it continues to do 
so. In fact, VA had planned to report in FY 2005 a 
combination of workload measures for home-based 
primary care to include the number of patients treated 
and the number of visits veterans receive in addition to 
enrolled days. 34 Currently, this key measure only uses 
ADC and the number of veterans being cared for under 
the Care Coordination/Home Telehealth settings. 35 

According to VA, this key performance measure drives 
expansion of Home and Community Based Care 
(HCBC), the variety of services, and expansion of geo- 
graphic access to increase the number of veterans re- 
ceiving these services. ADC data are used to project the 
need for services, evaluate existing services, and promote 
access to required services. In addition, the data are used 
to establish Veterans Integrated Service Network (VISN) 
targets and evaluate VISN performance in meeting as- 
signed workload levels in the HCBC area. The IBVSOs 
believe the current data reporting undermines the Sec- 
retary’s statement that the performance data presented in 
VA’s FY 2007 and 2008 Performance and Accountabil- 
ity Report are complete and reliable. Equally important, 
it undermines enforcing accountability at all levels of the 
VHA in providing noninstitutional long-term-care serv- 
ices and in doing so directly minimizes disabled veter- 
ans’ opportunity to improve their quality of lives. 

Another key measure of success that VA continues to 
claim it has achieved is access to medical care. In FY 
2007 this included measuring the percentage of pri- 
mary and specialty care patients seen within 30 days 
of a requested appointment time. This measure tracks 
the time between when the primary or specialty care 
appointment request is made (entered using VA’s sched- 
uling software) and the date for which the appointment 
is actually scheduled. The percentage is calculated 
using the numerator, which is all appointments sched- 
uled within 30 days of desired date (includes both new 
and established patient experiences), and the denomi- 
nator, which is all appointments in primary care clin- 
ics posted in the scheduling software during the review 
period. Despite the Office of Inspector General’s as- 
sertion that VA’s data for calculating the percentage are 
suspect, 36 VA continues to report that there are no data 
limitations. 37 Two additional key measures were in- 
cluded for FY 2008, and the accuracy of these meas- 
ures also remains suspect since they share the same 
data source as the aforementioned key measures. Fur- 
ther, when an individual patient is waiting for more 


than one appointment, the calculation for one of the 
new 2008 measures counts only the appointment with 
the longest wait time. 38 This is particularly important 
because, in addition to the key measure above, both of 
these measures constitute half of the reported key per- 
formance measures for VA medical care programs. 

VA also uses performance measures to assess its lead- 
ership’s effectiveness in programs, networks, and facil- 
ities. It also links their performance to financial 
bonuses. In 2007 this practice came under scrutiny 
when some VA officials received financial rewards for 
“superior” service based on performance measures but 
had a record of continuing adverse outcomes within 
their responsibilities. In a government health-care set- 
ting, however, it is difficult to assign credit or blame 
for some outcomes because the officials’ authority is 
limited — often they are not empowered to change fac- 
tors, such as beneficiary demand, revenues, copay- 
ments, hiring practices, or facility design, which they 
may believe are obstructing the successful execution of 
their goals and objectives. For example, a facility man- 
ager might believe that a new outpatient clinic would 
increase the efficiency of clinicians and improve wait- 
ing times and patient satisfaction ratings. Generally, 
that manager, however, has no authority over whether 
that outpatient clinic would be approved and funded. 

In government programs, there are often many “un- 
controllables” that hinder individuals’ ability to 
achieve desired results — for example, resources are lim- 
ited, laws and regulations proscribe managerial ac- 
tions, and demand from beneficiaries may be more or 
less than systems can accommodate. Additionally, if a 
network director treats a population of veterans that 
has increased rates of growth in demand relative to 
other networks along with a static fiscal year budget, 
is it fair to expect the director to meet the corporate 
standard waiting time for primary and specialty care? 
What if the veterans treated are older and sicker? These 
are factors that are generally out of the medical center 
directors’ control. Finding the right measures to link 
“controllable” outcomes to managerial actions, then, is 
a delicate balance. 

The IBVSOs support continued emphasis on establish- 
ing greater accountability in government programs. We 
want to ensure that VA leaders are accountable and 
that accountability systems measure VA’s accomplish- 
ment of goals that are synchronized with the needs of 
veterans. 
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Recommendations: 

The Office of Management and Budget must continue 
to ensure that beneficiaries’ access to high-quality serv- 
ice, benefits, and programs is paramount in all strategic 
goals, objectives, and measures. Efficiency and cost-ef- 
fectiveness are also appropriate goals but should be sec- 
ondary to fulfillment of the mission of the agency. 

VA should ensure that objectives and performance meas- 
ures are directly related to each other and the strategic 
goal they support. 

The Inspector General should periodically audit 
databases used to manage key performance measures 
and take steps to ensure that VA confirms the accuracy 


of its performance measures and, thereby, the integrity 
of its accountability systems. 

VA should replace output measures with outcome meas- 
ures, and Congress should charge the Government Ac- 
countability Office with review of key VA managers’ 
performance to ensure that they are accountable for per- 
formance of functions over which they have direct control. 


33 H. Rept. 108-880. 

34 GAO-04-913. 

3S Fiscal Year 2008 Performance and Accountability Report, Department of Veter- 
ans Affairs, p. 443. 

36 DVA OIG Report No. 07-00616-199, September 10, 2007; DVA OIG Report 
No. 07-03505-129, May 19, 2008. 

37 FY 2007 Performance and Accountability Report, Department of Veterans Af- 
fairs, p. 209; FY 2008 Performance and Accountability Report, Department of 
Veterans Affairs, p. 231. 

n Fiscal Year 2008 Performance and Accountability Report, Department of Veter- 
ans Affairs, p. 230. 




Seamless Transition from the DOD to VA: 

The Department of Defense and the Department of Veterans Affairs must ensure that all service 
members separating from active duty have a seamless transition from military to civilian life. 


A s servicemen and -women return from the conflicts 
in Afghanistan and Iraq, the DOD and VA must pro- 
vide these men and women with a seamless transition of 
benefits and services as they leave military service to 
successfully integrate into the civilian community as vet- 
erans. Though improvements have been made, the tran- 
sition from the DOD to VA continues to be a challenge 
for newly discharged veterans. The Independent Budget 
veterans service organizations (IBVSOs) believe that vet- 
erans should not have to wait to receive the benefits and 
health care that they have earned and deserve. 

The problems with transition from the DOD to VA were 
never more apparent than during the controversy that oc- 
curred at Walter Reed Army Medical Center in 2007. 
While much of the media coverage misrepresented the 
problems at Walter Reed as being a problem with care 
for injured service members, the real problems reflected 
many of the administrative difficulties associated with 
transitioning from the DOD to VA. 

The IBVSOs continue to stress the points outlined by the 
report of President’s Task Force to Improve Health Care 
Delivery for Our Nation’s Veterans (PTF), released in 
May 2003 and reinforced by the President’s Commission 


on Care for America’s Returning Wounded Warriors in 
September 2007, as well as four other major studies 39 re- 
garding transition of soldiers to veteran status. One of 
the 20 recommendations made by the PTF and those 
made by the President’s Commission is increased collab- 
oration between the DOD and VA for the transfer of per- 
sonal and health information. Great progress has been 
made in this area by VA; however, this recommendation 
remains only partially implemented. A September 2008 
Government Accountability Office (GAO) report noted 
that the DOD and VA are not sharing all electronic health 
information and that information is still being captured 
in paper records at many DOD facilities. 

Health Information 

The IBVSOs believe that the DOD and VA must com- 
plete an electronic medical record process that is fully 
computable, interoperable, and bidirectional allowing for 
a two-way real-time electronic exchange of health infor- 
mation and occupational and environmental exposure 
data. Such an accomplishment could increase health in- 
formation sharing between providers, laboratories, phar- 
macies, and patients; help patients transition between 
health-care settings; reduce duplicative and unnecessary 
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testing; improve patient safety by reducing medical er- 
rors; and increase our knowledge and understanding of 
the clinical, safety, quality, financial, and organizational 
value and benefits of health information technology. Les- 
sons learned from previous wars also indicate that the 
DOD must continue collecting medical and environ- 
mental exposure data electronically while personnel are 
still in theater, and we applaud the DOD for doing so. 
But it is equally important that this information be pro- 
vided to VA. 

Electronic health information should also include an eas- 
ily transferable electronic Certificate of Release or Dis- 
charge from Active Duty (DD 214) forwarded from the 
DOD to VA. This would allow VA to expedite the en- 
rollment into its health-care system and claims process, 
giving the service member faster access to health care and 
benefits. According to DOD officials, the Defense Inte- 
grated Military Human Resources System (DIMHRS), a 
Congressionally mandated program with self-service ca- 
pabilities to improve the delivery of military personnel 
and pay services is being developed to provide the elec- 
tronic, computable interface between VA and DOD sys- 
tems for transmittal and use of an electronic DD 214. The 
self-service aspects allow service members “view-only” 
access to their DD 214. According to Defense Secretary 
Robert M. Gates, the Army is scheduled to implement 
DIMHRS in March 2009, followed by the Air Force in 
October. Dates for transitioning by the Navy have not 
been set; the Marine Corps already has its own integrated 
pay and personnel system. 

The Joint Electronic Health Records Interoperability plan, 
as agreed to by both VA and the DOD through the Joint 
Executive Council and overseen by the Health Executive 
Council, is a progressive series of exchange of related 
health data between the two departments, culminating in 
the bidirectional exchange of interoperable health infor- 
mation. While this has occurred on a limited and trun- 
cated basis, the current need is for a common standard 
and governmentwide implementation. In May 2007, the 
DOD established a Senior Oversight Committee (SOC), 
chartered and cochaired by the Deputy Secretaries of VA 
and the DOD, with the goal to identify immediate cor- 
rective actions and to review, implement, and track rec- 
ommendations from a number of external reviews. 
Because of the recognized need, one of the lines of action 
identified to be addressed was DOD-VA data sharing. The 
SOC approved initiatives to ensure health and adminis- 
trative data are made available. The September 2008 
GAO report indicates the DOD and VA have agreed to 
numerous common standards and are working with fed- 
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eral groups to ensure adherence to such standards and 
align with emerging standards. 

For example, VA and the DOD are sharing selected health 
information at different levels of interoperability, such as 
pharmacy and drug allergy data on nearly 19,000 patients 
that seek care from both agencies. Such information is 
computable to warn clinicians of a possible drug allergy 
with a to-be-prescribed medication. The Laboratory Data 
Sharing Interface Project is a short-term initiative that has 
produced an application used to electronically transfer 
laboratory work orders and retrieval of results between 
the departments in real time. Nonetheless, questions re- 
main regarding the extent to which the VA and the DOD 
will achieve full interoperability by next year as neither 
department has yet to articulate an interoperability goal. 

According to the GAO, 40 the DOD-VA Information In- 
teroperability Plan that the departments recently com- 
pleted is supposed to address these and other issues, 
including the establishment of schedules and benchmarks 
for developing interoperable health record capability. 
While the plan is an important accomplishment, on pre- 
liminary review, however, the plan’s high-level content 
provides only a limited basis for understanding and as- 
sessing the department’s progress toward full interoper- 
ability by the September 30, 2009, date mandated by the 
National Defense Authorization Act for FY 2008. More- 
over; when fully established, a new interagency program 
office is to play a crucial role in accelerating efforts. Un- 
fortunately, this office is not expected to be fully opera- 
tional until the end of 2009, and some milestones in the 
office’s plan for achieving interoperability have yet to be 
determined. 

Care Coordination 

Severely injured service members and veterans whose 
care and rehabilitation are being provided by both VA 
and the DOD, or are transferring from one health-care 
system to the other, must have a clear plan of rehabili- 
tation and the necessary resources to accomplish the 
plan’s goals. In response to the provisions of VA’s Office 
of Inspector General (VAOIG) recommendations in a 
2006 report examining the rehabilitation of Operation 
Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) 
veterans suffering from traumatic brain injury (TBI), the 
Under Secretary for Health stated, “...case managers 
will provide long-term case management services and 
coordination of care for polytrauma patients and will 
serve as liaisons to their families.” In October 2007, VA 
and the DOD partnered to create the Federal Recovery 
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Coordination Program to improve care management by 
identifying and integrating care and services between 
VA and DOD health-care systems, and it subsequently 
served to satisfy provisions of the Wounded Warrior 
Act, title XVI of Public Law 110-181. With such re- 
sources as the newly developed Federal Individual Re- 
covery Plan, National Resource Directory, Family 
Handbook, MyeBenefits, and Veterans Tracking Ap- 
plication, the IBVSOs are cautiously optimistic that 
these coordinators will be able to provide greater over- 
sight for the seamless transition of severely injured serv- 
ice members. While there are only eight federal recovery 
coordinators serving about 120 severely injured service 
members across military treatment facilities, 41 and one 
newly assigned at Dwight D. Eisenhower Army Medical 
Center, the President’s Commission on Care of Amer- 
ica’s Returning Wounded Warriors reported that more 
than 3,000 seriously wounded veterans might need the 
assistance of these coordinators. 

For service members and veterans whose injuries allow 
for more outpatient recovery and rehabilitation, a 
more extensive network has been created spanning the 
entire VA health-care system. 42 The Veterans Health 
Administration (VHA) has assigned part-time and full- 
time social workers to major military treatment facili- 
ties (MTFs) to serve as VHA liaisons between the MTF 
and VHA facilities. Each VHA facility has selected a 
point of contact and alternate who work closely with 
VA-DOD social work liaisons detailed to MTFs and 
Veterans Benefits Administration (VBA) representatives 
to ensure a seamless transition and transfer of care. 
While this initiative pertains primarily to military per- 
sonnel returning from Iraq and Afghanistan having 
served in Operations Enduring and Iraqi Freedom, it 
also includes active duty military personnel returning 
from other combat theater assignments. It does not in- 
clude active duty military personnel who are serving in 
noncombat theaters of operation. 

Moreover, in March 2007, VA introduced the concept 
of transition patient advocates, who focus specifically 
on the needs of severely wounded veterans from oper- 
ations in Iraq and Afghanistan. Since then, the VA OIG 
issued a follow-up report on May 1, 2008, to assess 
the extent to which VA maintains involvement with 
service members and veterans who had received inpa- 
tient rehabilitative care in VA facilities for traumatic 
brain injury (TBI). According to the report, VA case 
management was determined to have improved, while 
long-term case management is not uniformly provided 
for these patients, and significant needs remain unmet. 


Disability Evaluation 

The Independent Budget likewise concurred with the 
President’s Commission recommendation that the DOD 
and VA implement a single comprehensive medical ex- 
amination, and the IBVSOs believe that this must be ab- 
solutely done as a prerequisite of promptly completing 
the military separation process. However, we would like 
to reiterate our belief that if and when a single separation 
physical becomes the standard, VA should be responsible 
for handling this duty. VA simply has the expertise to con- 
duct a more thorough and comprehensive examination 
as part of its compensation and pension process. More- 
over, the inconsistencies with the physical evaluation 
board process from the different branches of the service 
can be overcome with a single physical administered from 
the VA’s perspective and not the DOD’s. 

In addition to the President’s Commission findings and 
recommendations, the Independent Review Group on Re- 
habilitative Care and Administrative Processes at Walter 
Reed Army Medical Center and National Naval Medical 
Center (IRG) found serious difficulties in administering 
the Physical Disability Evaluation System caused by a sig- 
nificant variance in policy and guidelines within the mil- 
itary health system. The IRG recommended the Physical 
Disability Evaluation System be completely overhauled 
to include changes in the U.S. Code, Department of De- 
fense policies, and service regulations, resulting in one in- 
tegrated solution. 

Consequent to the recommendations from the reports of 
the Task Force on Returning Global War on Terrorism 
Heroes, the IRG, the President’s Commission, and the 
Commission on Veterans’ Disability Benefits, a single dis- 
ability pilot project launched by the DOD and VA in No- 
vember 2007 for service members from Walter Reed 
Army Medical Center, National Naval Medical Center at 
Bethesda, and Malcolm Grow Medical Center has more 
than 200 participants and is a step toward developing this 
single separation physical. A year after its inception, VA 
announced, on November 7, 2008, the expansion of the 
Disability Evaluation System (DES) Pilot Program to 19 
military installations, representing all military depart- 
ments. The initial phase of the expansion began October 
1 at Fort Meade, Maryland, and Fort Belvoii; Virginia. 
The remaining 17 installations 43 will begin upon com- 
pletion of site preparations and personnel orientation and 
training, during a seven-month period from November 
2008 to May 2009. 


Medical Care 


53 


Finance Issues 



Finance Issues 


352 


Medical Care 


By law, the DOD can consider only conditions that deal 
with “fitness for service” when determining disability 
ratings, whereas VA determines disability ratings for all 
service-connected conditions, even those that would not 
result in a finding of unfitness for service. The DOD 
uses the VA disability percentages for each condition, 
but may have a different combined disability rating 
than VA. While this separation physical is being put 
into practice in the DES Pilot Program, it is targeted 
primarily at those considered for medical discharge 
from the military. It should be considered for all sepa- 
rations. Moreover, issues remain regarding other com- 
ponents of the DES Pilot Program. The IBVSOs were 
not consulted for feedback or included in deliberations 
and design of the program and, more important, serv- 
ice members are not being properly educated about 
their right to counsel by individuals not employed by 
the DOD or VA or encouraged to seek such counsel 
throughout the program. Such a situation is aggravated 
by the current appellate process, which requires a serv- 
ice member to make an immediate decision regarding 
counsel. 

The problem with separation physicals identified for 
active duty service members is compounded when mo- 
bilized reserve forces enter the mix. A mandatory sep- 
aration physical is not required for demobilizing 
reservists and in some cases reservists are not made 
aware of the possibility. Although the physical exami- 
nations of demobilizing reservists have greatly im- 
proved in recent years, there are still a number of 
soldiers who “opt out” of the physicals, even when en- 
couraged by medical personnel to participate. Although 
the expense and manpower needed to facilitate these 
physicals might be significant, the separation physical is 
critical to the future care of demobilizing soldiers. We 
cannot allow for insufficient information to be gath- 
ered in separation physicals, particularly among our 
National Guard and reserve forces, because they do not 
have the same structure and program for a seamless 
transition that exist for the active duty force. This 
would also enhance collaboration by the DOD and VA 
to identify, collect, and maintain the specific data 
needed by both departments to recognize, treat, and 
prevent illnesses and injuries resulting from military 
service. 

In the last several years, the DOD and VA have made 
good strides in transitioning our nation’s military to 
civilian lives and jobs. The Department of Labor’s Tran- 
sition Assistance Program (TAP) and Disabled Transi- 
tion Assistance Program (DTAP) handled by the 
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Veterans Employment and Training Service (VETS) is 
generally the first service that a separating service mem- 
ber will receive. In particular, local military command- 
ers, through the insistence of the DOD, began to allow 
their soldiers, sailors, airmen, and marines to attend far 
enough in advance to take greatest advantage of the 
program. The programs were provided early enough to 
educate these future veterans on the importance of 
proper discharge physicals and the need for complete 
and proper documentation. It made them aware of how 
to seek services from VA and gave them sufficient time 
to think about their situations and then seek answers 
prior to discharge. 

The TAP and DTAP programs continue to improve, but 
challenges remain at some local military installations, at 
overseas locations, and with services and information 
for those with injuries. Disabled service members who 
want to file a claim for VA compensation benefits and 
other ancillary benefits are dissuaded by the specter of 
assignment to a medical holding unit for an indefinite 
period. Furthermore, there still appears to be disor- 
ganization and inconsistency in providing this infor- 
mation. Though individuals are receiving the 
information, the haphazard nature and quick process- 
ing time may allow some individuals to fall through the 
cracks. This is of particular risk in the DTAP program 
for those with severe disabilities who may already be 
getting health care and rehabilitation from a VA spinal 
cord injury center or other specialized health-care serv- 
ices despite still being on active duty. Because these in- 
dividuals are no longer located on or near a military 
installation, they are often forgotten in the transition 
assistance process. DTAP has not had the same level of 
success as TAP, and it is critical that coordination be 
closer among the DOD, VA, and VETS to improve this 
function. 

Though the achievements of the DOD and VA have 
been good with departing active duty service members, 
there is a much greater concern with the large numbers 
from the reserve and National Guard moving through 
the discharge system. As a result of the number of troops 
that are on “stop-loss” — a DOD action that prevents 
military service personnel from leaving the military at 
the end of their enlistments during deployments — large 
numbers of personnel rapidly transition to civilian life 
upon their return. Both the DOD and VA seem ill pre- 
pared to handle the large numbers and prolonged acti- 
vation of reserve forces for the global war on terrorism. 
The greatest challenge with these service members is 
their rapid transition from active duty to civilian life. 
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Unless these soldiers are injured, they may clear the de- 
mobilization station in a few days. Little of this time is 
dedicated to informing them about veterans’ benefits 
and services. Additionally, DOD personnel at these 
sites are most focused on processing service members 
with efficiency and dispatch. Lack of space and facili- 
ties often allow for limited contact by VA representa- 
tives with the demobilizing personnel. 

In October 2008, the DOD released its new “Com- 
pensation and Benefits Handbook for Seriously 111 and 
Injured Members of the Armed Forces.” This hand- 
book is designed to help service members who are 
wounded, ill, and injured, as well as their family mem- 
bers, navigate the military and veterans’ disability sys- 
tem. The IBVSOs applaud this informative booklet as 
one more method for service members to understand 
the transition, but now it will be critical for the DOD 
to ensure it gets into the hands of transitioning service 
members. 

The IBVSOs believe the DOD and VA have made 
progress in the transition process. Unfortunately, lim- 
ited funding and a focus on current military operations 
interfere with providing for service members who have 
chosen to leave military service. If we are to ensure that 
the mistakes of the first Gulf War are not repeated dur- 
ing this extended global war on terrorism, it is imper- 
ative that a truly seamless transition be created. With 
this, it is imperative that proper funding levels be pro- 
vided to VA and the other agencies providing services 
for the vast increase in new veterans from the National 
Guard and Reserves. Servicemen and -women exiting 
military service should be afforded easy access to the 
health care and benefits that they have earned. This can 
only be accomplished by ensuring that the DOD and 
VA improve their coordination and information shar- 
ing to provide a seamless transition. 


Recommendations: 

The DOD and VA must ensure that service members 
have a seamless transition from military to civilian life. 

The DOD and VA must continue to develop electronic 
medical records that are interoperable and bidirec- 
tional, allowing for a two-way electronic exchange of 


health information and occupational and environment 
exposure data. These electronic exchanges should also 
include an easily transferable electronic DD214. 

The DOD and VA must fully establish the Joint Inter- 
agency Program Office with permanent staff and clear 
lines of responsibility, and finalize the draft implemen- 
tation plan with set milestones and timelines for defin- 
ing requirements to support interoperable health 
records. 

VA and the DOD must outline the requirements for as- 
signing new or additional federal recovery coordina- 
tors to military treatment facilities caring for severely 
injured service members in concert with tracking work- 
load, geographic distribution, and the complexity and 
acuity of injured service members’ medical conditions. 

Severely injured service members and veterans receiv- 
ing treatment from the DOD and VA must have a clear 
plan of rehabilitation and the necessary resources to 
accomplish its goals. 

VA and the DOD should make changes to the Disabil- 
ity Evaluation System Pilot Project to meet the needs and 
protect the rights of severely injured service members. 

Congress and the Administration must provide adequate 
funding to support the Transition Assistance Program 
and Disabled Transition Assistance Program managed 
by the Department of Labor’s Veterans Employment and 
Training Service to ensure that active duty, as well as Na- 
tional Guard and reserve, service members do not fall 
through the cracks while transitioning. 


J9 Veterans’ Disability Benefits Commission, DOD Task Force on Mental Health, 
Independent Review Group on Rehabilitative Care and Administrative Processes 
at Walter Reed Army Medical Center and National Naval Medical Center, and 
Task Force on Returning Global War on Terror Heroes. 

40 GAO-08-954. 

41 Walter Reed Army Medical Center, Bethesda National Naval Medical Center, 
Brooke Army Medical Center, and Naval Medical Center Balboa are being ac- 
tively recruited as of this writing. 

42 VHA DIRECTIVE 2006-017 April 3, 2006. 

41 Army: Fort Carson, Colorado, Fort Drum, New York; Fort Stewart, Georgia; 
Fort Richardson, Alaska; Fort Wainwright, Alaska; Brooke Army Medical 
Center, Texas; and Fort Polk, Louisiana. Navy: Naval Medical Center (NMC) 
San Diego and Camp Pendleton, California; NMC Bremerton, Washington; 
NMC Jacksonville, Florida; and Camp Lejeune, North Carolina. Air Force: 
Vance Air Force Base, Oklahoma; Nellis Air Force Base, Nevada; MacDill Air 
Force Base, Florida; Elmendorf Air Force Base, Alaska; and Travis Air Force 
Base, California. 
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Inappropriate Billing: 

Service-connected, and nonservice-connected veterans and their insurers 
are continually frustrated by inaccurate and inappropriate billing for services related 
to conditions secondary to their disability. 


T he Veterans Health Administration (VHA) contin- 
ues to bill veterans and their insurers for care pro- 
vided for conditions directly related to service-connected 
disabilities. Reports continue to surface of veterans with 
service-connected amputations being billed for the treat- 
ment of associated pain and veterans with service-re- 
lated spinal cord injuries being billed for treatment of 
urinary tract infections or decubitus ulcers. Inappropri- 
ate billing for secondary conditions forces veterans to 
seek readjudication of claims for the original service- 
connected rating. This process is an unnecessary burden 
to both veterans and an already backlogged claims sys- 
tem. Additionally, veterans with more than six service- 
connected disability ratings are frequently billed 
improperly as a result of VA’s inability to electronically 
store more than six service-connected conditions in the 
Compensation and Pension (C&P) Benefits Delivery 
Network (BDN) master record and the lack of timely 
and/or complete information exchange about service- 
connected conditions between the Veterans Benefits Ad- 
ministration (VBA) and the VHA. 

VBA has undertaken a five-step approach to change the 
process by which it electronically shares C&P eligibility 
and benefits data with the VHA, particularly information 
about service-connected conditions that exceed the six 
stored in the C&P BDN. According to VA, because of dif- 
ficulties in the development and implementation of the 
first two steps, the plan for improving VBA- VHA sharing 
of information about veterans’ service-connected condi- 
tions has been delayed. Furthermore, VA acknowledges 
that not all these cases, with six service-connected condi- 
tions, have been identified under the new plan; however; 
it will determine the best course of action to take to fur- 
ther address the cases with incomplete service-connected 
disability information. 

Nonservice-connected veterans are also continually frus- 
trated with VA’s billing process. Overbilling and inap- 
propriate charging for copayments is becoming the norm 
rather than the exception. Veterans are experiencing mul- 


tiple billing episodes for a single medical treatment or 
health-care visit. 

Inappropriate bill coding is causing major problems for 
veterans subject to VA copayments. Veterans using VA 
specialized services, outpatient services, and VA’s Home 
Based Primary Care programs are reporting multiple 
billings for a single visit. Often these multiple billing in- 
stances are the result of follow-up medical team meet- 
ings at which a veteran’s condition and treatment plan 
are discussed. 

These discussions and subsequent entries into a vet- 
eran’s medical record trigger additional billing. In other 
instances simple phone calls from VA health-care pro- 
fessionals to individual veterans to discuss their treat- 
ment plan or medication usage can also result in 
copayment charges when no actual medical visit has 
even occurred. 


Recommendations: 

The Under Secretary for Health should firmly establish 
and enforce policies that prevent veterans from being 
billed for service-connected conditions and secondary 
symptoms or conditions that relate to an original service- 
connected disability rating. 

The Under Secretary for Health should establish specific 
deadlines for the action plan to develop methods to im- 
prove the electronic exchange of information about 
service-connected conditions that exceed the maximum 
of six currently captured in the Compensation and Pen- 
sion Benefits Delivery Network master record. 

VA’s cost-recovery system must be reviewed to deter- 
mine how multiple and inappropriate billing errors are 
occurring. Billing clerk training procedures must be in- 
tensified and coding systems must be altered to prevent 
inappropriate billing. 
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Homeland Security/Funding for the Fourth Mission: 

The Veterans Health Administration (VHA) is playing a major role in homeland security and 
bioterrorism prevention. This vital statutory fourth mission will require a budget 
of more than $300 million in FY 2010. 


T he Department of Veterans Affairs has four critical 
health-care missions. The primary mission is to 
provide health care to veterans. Its second mission is to 
educate and train health-care professionals. The third 
mission is to conduct medical research. VA’s fourth mis- 
sion is to “serve as a backup to the Department of De- 
fense (DOD) health system in war or other emergencies 
and as support to communities following domestic ter- 
rorist incidents and other major disasters[.]” 

VA has statutory authority, under title 38, United States 
Code, section 8111A, to serve as the principal medical 
care backup for military health care “[d]uring and im- 
mediately following a period of war, or a period of na- 
tional emergency declared by the President or the 
Congress that involves the use of the Armed Forces in 
armed conflict!.]” On September 18, 2001, in response 
to the terrorist attacks of September 1 1, 2001, the Pres- 
ident signed into law an “Authorization for Use of Mil- 
itary Force,” which constitutes specific statutory 
authorization within the meaning of section 5(b) of the 
War Powers Resolution. This resolution, P.L. 107-40, 
satisfies the statutory requirement that triggers VA’s re- 
sponsibilities to serve as a backup to the DOD. 

As part of its fourth mission, VA has a critical role in 
homeland security and in responding to domestic emer- 
gencies. The National Disaster Medical System 
(NDMS), created by P.L. 107-188 (the Public Health 
Security and Bioterrorism Preparedness Response Act 
of 2002), has the responsibility for managing and co- 
ordinating the federal medical response to major emer- 
gencies and federally declared disasters. These disasters 
include natural disasters, technological disasters, major 
transportation accidents, and acts of terrorism includ- 
ing weapons of mass destruction events, in accordance 
with the National Response Plan. 

The NDMS is a partnership comprising the Depart- 
ment of Homeland Security (DHS), VA, the DOD, and 
the Department of Health and Human Services (HHS). 
According to the VA website, www.va.gov, some VA 
medical centers have been designated as NDMS “fed- 
eral coordinating centers.” These centers are responsi- 
ble for the development, implementation, maintenance, 
and evaluation of the local NDMS program. VA has 


also assigned “area emergency managers” to each Vet- 
erans Integrated Service Network (VISN) to support 
this effort and assist local VA management in fulfilling 
this responsibility. 

In addition, P.L. 107-188 required VA to coordinate 
with HHS to maintain a stockpile of drugs, vaccines, 
and other biological products, medical devices, and 
other emergency supplies. In response to this mandate, 
VA created 143 internal pharmaceutical caches at VA 
medical centers. Ninety of those stockpiles are large 
and can supply medications to 2,000 casualties for two 
days, and 53 stockpiles can supply 1,000 casualties for 
two days. VA’s national acquisition center manages 
four pharmaceutical and medical supply caches for the 
DHS and the Federal Emergency Management Agency 
(FEMA) as a part of their NDMS requirements, and 
two additional special caches for other federal agen- 
cies. The Secretary was also directed to enhance the 
readiness of medical centers and provide mental health 
counseling to individuals in communities affected by 
terrorist activities. 

In 2002, Congress also enacted P.L. 107-287, the De- 
partment of Veterans Affairs Emergency Preparedness 
Act of 2002. This law directed VA to establish four 
emergency preparedness centers. These centers would 
be responsible for research and would develop methods 
of detection, diagnosis, prevention, and treatment of 
injuries, diseases, and illnesses arising from the use of 
chemical, biological, radiological, incendiary or other 
explosive weapons, or devices posing threats to the 
public health and safety. In addition, the centers would 
provide education, training, and advice to health-care 
professionals. They would also provide laboratory, epi- 
demiological, medical, and other appropriate assis- 
tance to federal, state, and local health-care agencies 
and personnel involved in or responding to a disaster 
or emergency. These centers, although authorized by 
law, have not received any funding, and have not been 
established. 

The disasters caused by Hurricanes Katrina and Rita in 
2005 more than met the criteria for the fourth mission. 
VA proved to be fully prepared to care for veterans in 
the Gulf Coast region affected by the hurricanes. Nearly 
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10,000 VA employees around the country received 
recognition for their actions during the hurricanes. This 
included 73 Valor Awards presented for risking per- 
sonal safety to prevent the loss of human life or gov- 
ernment property and 3,000 official commendations. 

In 2004 nearly 800 VA employees from around the 
country volunteered and were on standby to assist 
Florida communities damaged by Hurricane Frances. 
More than 120 VA employees, mostly medical person- 
nel, were dispatched directly to the stricken areas to 
help with relief efforts in support of FEMA. 

As a result of lessons learned during and after Hurri- 
canes Katrina and Rita, VA developed three valuable 
new assets for deployment during a catastrophe: the 
deployable medical unit (DMU), the deployable phar- 
macy unit (DPU), and the response support unit (RSU). 
The DMU is a self-contained medical unit that can be 
on the site of an emergency within 24-48 hours. It con- 
tains examination and treatment areas and emergency 
power generation capacity and can withstand category 
3 hurricane-force winds. The DPU permits VA phar- 
macists to fill commonly prescribed medications during 
an emergency. The unit obtains data on patient pre- 
scriptions via satellite communications with the VA 
prescription database. The RSU serves as a platform to 
assist a VISN to manage an emergency or support VA 
personnel deployed as part of a federal response. 

The Independent Budget veterans service organizations 
are concerned that VA lacks the resources to properly 
fulfill its fourth mission responsibilities. In FY 2002 
the funding for homeland security initiatives was $84.5 
million. Since that time, VA’s expenditures on emer- 
gency preparedness and homeland security missions 
have nearly quadrupled. As such, The Independent 
Budget recommends approximately $325 million for 
these responsibilities for FY 2010. Without additional 


funding and resources, VA will have difficulties in be- 
coming a resource in a time of national crisis. VA has 
also invested considerable resources to ensure that it 
can support other government agencies when a disas- 
ter occurs. However, VA has not specifically received 
any funding to support the fourth mission. Although 
VA has testified in the past that it has requested funds 
for this mission, there is no specific line item in the 
budget to address medical emergency preparedness or 
other homeland security initiatives. Homeland security 
funding — estimated to be more than $300 million in 
FY 2008 — is simply taken from the Medical Care ac- 
count. This leaves VA with fewer resources with which 
to meet the health-care needs of veterans. VA will make 
every effort to perform the duties assigned it as part of 
the fourth mission, but if sufficient funding is not pro- 
vided, already scarce resources will continue to be di- 
verted from direct health-care programs. 

VA’s fourth mission is vital to our defense, homeland 
security, and emergency preparedness needs. In light of 
the natural disasters that have recently wreaked havoc 
on this country, this fact has never been more apparent. 
These important roles once again reiterate the impor- 
tance of maintaining the integrity of the VA system and 
its ability to provide a full range of health-care services. 


Recommendations: 

Congress should provide funds necessary in the Veter- 
ans Health Administration’s FY 2010 appropriation to 
fund VA’s fourth mission. 

Because the fourth mission is increasingly important to 
our national interests, funding for the fourth mission 
should be included as a separate line item in the Med- 
ical Care appropriation. 
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MENTAL HEALTH ISSUES 

Mental He alth Services: 

The Department of Veterans Affairs must deliver on its promise to transform its mental health 
and substance-use care programs and rise to the challenge of increasing access 
and quality of care for veterans of prior eras and the latest generation 
of combat veterans from Afghanistan and Iraq. 


VA Mental Health Strategic Plan 

T his year marks the sixth anniversary of the release 
of the President’s New Freedom Commission on 
Mental Health Report. Based on the commission’s rec- 
ommendations, the Veterans Health Administration 
(VHA) undertook a comprehensive and critical review 
of its mental health and substance use disorder pro- 
grams and produced its own road map for the future of 
veterans’ mental health care, the Mental Health Strate- 
gic Plan (MHSP). The old model of care for mental 
health focused on management of symptoms and ac- 
cepted long-term disability as being inevitable. In 2004, 
VA’s MHSP gave veterans hope that mental illness 
would be treated with the same seriousness as medical 
illnesses and that care would become more veteran and 
family-centered. We are pleased that the focus of VA 
mental health programs is now on recovery. 

The VA MHSP includes a number of action items that 
build on the recommendations of the President’s New 
Freedom Commission and the VA Secretary’s Mental 
Health Task Force. Funding for these actions has been 
provided through a mental health initiative that supports 
implementation in four key areas: (1) enhancing capacity 
and access for mental health services; (2) integrating men- 
tal health and primary care; (3) transforming mental 
health specialty care to emphasize recovery and rehabili- 
tation; and (4) implementing evidence-based care. Fund- 
ing for the initiative is provided outside of the routine 
Veterans Equitable Resource Allocation (VERA) model 
and augments the capitated funding for mental health 
programs. Changes in guaranteeing ongoing funding of 
these programs occurring in FY 2010 are potentially 
problematic. We understand that $557 million was allo- 
cated to the Mental Health Enhancement Initiative 
(MHEI) for FY 2009 to continue funding for positions 
and programs initiated during 2005-2008 from both the 
initiative and supplemental funding, and to provide sup- 
port for the implementation of the Uniform Mental 
Health Services (UMHS) handbook. Also, additional 


funding has been allocated to each Veterans Integrated 
Service Network (VISN) to support the implementation 
of the handbook, and further additional funding will 
be allocated to support the Secretary’s initiative to add 
substance-use providers to post-traumatic stress disor- 
der (PTSD) programs, and to support both Homeless 
Grant and Per Diem program staff and Housing and 
Urban Development VA Supportive Housing case man- 
agers. Without a guarantee of these fenced funds be- 
yond the current fiscal year to ensure continuous 
support and perpetuate these newly established pro- 
grams, these fledgling programs are in danger of fail- 
ure. We recommend that the Under Secretary’s Office 
appoint a task group to study funding of mental health 
programs and whether the VERA model will provide 
adequate funding for the full continuum of services 
mandated by the MHEI and UMHS handbook and 
make recommendations for future funding. 

The Independent Budget veterans service organizations 
(IBVSOs) applaud progress made under these initiatives, 
including improvements in capacity and access through 
expansion of mental health services in community-based 
outpatient clinics, expanded use of telemental health, and 
enhancements in both treatment and outreach for PTSD. 
Particularly important are efforts to foster the integration 
of mental health and primary care programs in more than 
100 pilot program sites and the integration of mental 
health care services for older veterans within home-based 
primary care. Recovery and rehabilitation programs are 
being facilitated by developing additional psychosocial 
rehabilitation programs, expanding residential rehabili- 
tation services, increasing the number of beds and the de- 
gree of coordination in homeless programs, enhancing 
mental health intensive case management, and funding a 
recovery coordinator in each medical center. These de- 
velopments are encouraging, and the IBVSOs are hopeful 
that their promise will be actualized in the near future. 
We note that integration of mental health into primary 
care is currently only a series of demonstrations and in 
some cases involves only one integrated clinic in a facil- 
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ity. The IBVSOs believe this initiative should be imple- 
mented as expeditiously as possible and include all serv- 
ice lines including integration of mental health in 
geriatrics, women’s health programs, Operation Enduring 
Freedom/Operation Iraqi Freedom (OEF/OIF) programs 
and all other areas. The UMHS handbook, published in 
September 2008, requiring a common set of standards 
for mental health services throughout the VA health-care 
system, is also a major milestone. 

Tracking Progress on the VA Mental Health 
Strategic Plan 

While we congratulate the VHA for the progress in men- 
tal health services made to date, we note that recovery 
programs have had a slow, prolonged start-up period, and 
program managers have not made consistent efforts to 
involve veterans and family members locally. Despite 
clear progress, the current level of effort and provision of 
services remains inadequate in making treatment plan- 
ning a true partnership between the veteran, family mem- 
bers, and provider. Additionally, a sustained effort toward 
reducing stigma and addressing PTSD, concurrent sub- 
stance abuse and mental health treatment in a wide vari- 
ety of conditions and settings, and family and marriage 
counseling, all pointed toward recovery goals, remains 
inadequate. Therefore, Congress should increase its over- 
sight to ensure that veterans’ needs for quality, compre- 
hensive mental health care are met, and the promise of 
recovery is finally achieved. 

Furthermore, the recovery transformation process has 
some regulatory impediments that need to be addressed. 
At the heart of the recovery effort is the need to have vet- 
erans with mental illness be partners in determining their 
goals and the interventions necessary to achieve them. 
This requires a major shift away from the historically pa- 
ternalistic approach of having clinical providers deter- 
mine the treatment plan and expecting veterans to 
adhere to it, with only nominal input from them. This is 
a major challenge — and transformation of a vast system, 
such as VHA mental health care, to recovery-oriented 
services is an unprecedented effort. To make this cred- 
ible, it is critical to develop recovery partnerships be- 
tween VA planners, managers, clinicians, and the 
veteran users themselves. Such partnership groups 
should exist at every level to ensure proper develop- 
ment of programs that are centered on the needs of vet- 
erans so they can effectively meet them. The current 
interpretations of the Federal Advisory Committee Act 
(FACA) regulations within VA have made this prob- 
lematic, as such work groups are now seen as needing 


to be independently organized by veterans themselves, 
with VA staff serving only in a liaison function. Many 
veteran consumer councils have existed for years at the 
national, VISN, and facility and program levels (i.e., 
the Committee on Care of Veterans with Serious Men- 
tal Illness Liaison Council). Almost every consumer 
council was initiated by VA staff. If current FACA in- 
terpretation had then held sway, few of these groups 
would exist. Since such FACA interpretation has not 
prevented the development of general stakeholder 
groups at the VISN and facility level, organized by VA, 
it is not clear why mental health stakeholders receive 
disparate treatment by the VHA under FACA. VHA 
policy and applicable federal regulations should be 
modified to encourage VA-veteran health partnerships 
and recognize the importance of veterans’ involvement 
in their health-care system, especially recovery-based 
mental health services. 

Furthermore, Section 7321 of title 38, United States 
Code, requires VA to appoint a Committee on Care of 
Veterans with Serious Mental Illness with clearly defined 
duties: to identify systemwide problems and specific VA 
facilities at which program enrichment is needed to im- 
prove treatment and rehabilitation and to promote 
model programs that should be implemented more 
widely within VA’s mental health practice. Since 2006, 
this committee — a committee that at one time displayed 
inspired leadership and effectiveness in meeting this 
Congressional mandate — has seemingly become a func- 
tional arm of VA Central Office (VACO) leadership and 
is no longer an independent voice for better services for 
the most vulnerable enrolled patient population: the 
chronically mentally ill. 

Progress in VA’s crucial mental health reform initiatives is 
dependent on incorporation of best practices and effective 
oversight. Oversight is needed to ensure that veterans, 
family members, and their representatives and advocates 
are an integral part of a continuous improvement feed- 
back loop: reviewing the effectiveness and satisfaction 
with current programs; evaluating the development and 
deployment of new programs; recommending changes in 
current services; and providing constructive feedback on 
how to transform these services to provide the highest 
quality, most veteran-centered programs possible. A for- 
malized, empowered oversight system with consumer rep- 
resentation is urgently needed to replace the current 
above-noted committee, and therefore the IBVSOs rec- 
ommend a Secretary of Veterans Affairs-level oversight 
committee be authorized by law. 
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The new committee should include experts from both 
within and outside VA; consumers and consumer advo- 
cates, such as veterans service organizations (including the 
IBVSOs); and mental health associations concerned about 
VA programs and the veterans they serve. The committee 
must be adequately staffed and empowered to conduct 
ongoing reviews of efforts to improve and sustain mental 
health services in VA, covering the full range of program- 
ming from transitional and readjustment primary care to 
the treatment of chronic mental illnesses. The committee 
should be required to report periodically and independ- 
ently to Congress on its evaluations and recommenda- 
tions, including providing testimony at oversight and 
legislative hearings of the Committees on Veterans’ Af- 
fairs. Constructive oversight and feedback to both VA and 
Congress can help ensure that the finite resources avail- 
able from Congressional mental health appropriations 
make the greatest contribution to the recovery and hu- 
mane care of veterans experiencing the often-devastating 
mental health effects resulting from their military service 
to the nation. 

VA Mental Health Budget 

Final calculations of total spending for VA mental health 
services for FY 2008 were not available at the time of this 
writing. However, at the beginning of FY 2009, spend- 
ing for FY 2008 was estimated to be between $3.4 billion 
and $3.5 billion, mostly to be derived through VERA. 
This figure was higher than the “no less than $2.9 bil- 
lion” spending requirement for mental health services in 
the FY 2008 Appropriations Act. Prior to the start of FY 
2009, mental health spending was estimated to be $3.86 
billion, modestly above the “no less than $3.8 billion” re- 
quirement that was subsequently included in the FY 2009 
Appropriations Act. For FY 2009 and FY 2010, VA’s 
challenge will be to execute the budget increases effec- 
tively and allocate its resources wisely. VA’s Office of 
Mental Health has undertaken a monumental transfor- 
mation of its programs and services and is under tremen- 
dous pressure to ensure implementation of the MHSP and 
UMHS package; fill existing gaps in mental health and 
substance-use disorder care; integrate mental health serv- 
ices throughout primary care and other service lines; and 
enhance targeted mental health services. It must be noted 
that since the MHSP was first drafted, before the current 
OEF/OIF operations, many circumstances have changed 
and the challenge to provide comprehensive mental health 
services continues to grow in scope and complexity. For 
these reasons, the IBVSOs urge Congress to provide con- 
centrated oversight of spending on mental health services 
and require VA to provide a full accounting and break- 


down of resource allocation, distribution and outcomes 
of the initiative goals discussed above. We are concerned 
there is great possibility for manipulation of data and 
“creative accounting” that can reflect a picture that is not 
truly representative of the status of this agenda. 

Oversight of these programs will be critical to their suc- 
cess. In November 2006, the Government Accountabil- 
ity Office (GAO) issued a report on resources allocated 
to VA’s MHSP initiatives. The GAO documented that VA 
did not spend the entire allocated budget planned for new 
FY 2005 mental health initiatives. Additionally, the GAO 
found that VACO did not inform network and medical 
center officials that funds were to be used for specific 
mental health priorities and therefore it is likely that the 
funding was spent on other health-care needs. The VHA 
noted that it is aware of concerns about spending of 
funds from the mental health initiative in FY 2005 and 
FY 2006 and has made adjustments to its processes to 
better track the use of these funds. According to the Men- 
tal Health Strategic Health Care Group, these funds have 
been used to improve capacity and approve the hiring of 
4,000 new mental health providers to date. However, the 
IBVSOs continue to hear reports from mental health 
practitioners in the field that the difficulty of recruiting 
and retaining behavioral health staff is a major con- 
tributing factor for the delay in spending mental health 
funding. The lengthy, burdensome hiring process, which 
includes advertising, recruiting, interviewing, and prob- 
lematic credentialing and privileging requirements, in 
some cases can take four or five months between tenta- 
tive offer and on-duty status. 

There is a national shortage of behavioral health per- 
sonnel that makes these issues doubly important. VA 
needs to improve its succession planning in mental health 
to address the professional field shortages, recruitment, 
and retention challenges. VA should also establish a new 
employee education and mentoring program to over- 
come the practical problems new staff have in establish- 
ing and implementing new programs and policies, when 
they are unfamiliar with VA or federal procedures. 
VACO has been slow to develop new policies and pro- 
cedures to manage these programs while maintaining the 
flexibility needed to make adjustments. Past experience 
indicates that it will take several years to fully implement 
even relatively straightforward changes and longer when 
more complex culture change is required. Congressional 
scrutiny is vital to ensure effective and efficient use of 
these dedicated mental health funds, continuous progress 
on all facets of the MHSP, and improvements in mental 
health services and outcomes. 
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Although the IBVSOs are extremely pleased about the 
UMHS initiative, we are extremely concerned about 
the estimated timeline, resources, and staffing levels 
necessary to establish the initiative. The IBVSOs were 
informed by VA mental health leadership that the field 
facilities were consulted about the staffing needed to 
fulfill the goals outlined in the UMHS handbook. We 
understand the number of full-time employee equiva- 
lents reported necessary by each VISN to carry out the 
initiative was significantly higher than the level ap- 
proved by mental health leadership. Field sources also 
noted that even if all the funds were to appear in their 
budgets on day one of FY 2009, there would be no 
practical way all the staff could be hired and programs 
developed and put in place by the end of the fiscal year 
as expected. In addition, there are many features of the 
UMHS package that require transformations, such as 
recovery-oriented care that clinicians believe will take 
years to accomplish. Another critical concern to the IB- 
VSOs is the apparent lack of development of a popu- 
lation based demand model, with projections of impact 
on VA mental health resource requirements presented 
by returning veterans from Afghanistan and Iraq. It is 
recognized that these newly returning veterans are 
challenged by a number of post-deployment mental 
health issues requiring specialized and evidence-based 
treatments for a variety of combat-related conditions, 
including depression, anxiety, PTSD, substance-use dis- 
orders, relationship counseling, and risk of suicide. To 
our knowledge there is no official VA estimate of this 
impact, other than a generalized number in the budget. 

It is disconcerting that VA officials often describe this 
increase as easily able to be absorbed within existing 
resources, without any adequate data to support their 
claims. Such a population-based demand model, com- 
bined with a set of realistic productivity standards for 
the various disciplines within specific program settings, 
would seemingly help to ensure the field has adequate 
resources to meet the mental health needs of all en- 
rolled veterans, including the newest generation of war 
veterans. 

In November 2007, the Institute of Medicine (IOM) pub- 
lished Gulf War and Health: Physiologic, Psychologic, 
and Psychosocial Effects of Deployment-Related Stress, 
vol. 6. 44 The IOM committee studied literature covering 
World War II, the Korean War, the Vietnam War, the 
1991 Persian Gulf War, and OEF/OIF. Potential health 
effects considered included both physiological and psy- 
chological effects, including PTSD, anxiety disorders, de- 
pression, substance abuse, and psychosocial effects, such 
as marital conflict and incarceration. 
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In reviewing the scientific evidence, the IOM found the 
evidence to be sufficient to conclude an association be- 
tween deployment to a war zone and the following con- 
ditions: PTSD, anxiety disorders, depression, alcohol 
abuse, suicidal ideation, and accidental death in early 
years after deployment, as well as marriage and family 
conflict. In addition, the committee found that there was 
suggestive evidence of an association between deployment 
stress and drug abuse, chronic fatigue syndrome, fi- 
bromyalgia and other pain syndromes, gastrointestinal 
symptoms and functional disorders, skin disorders, in- 
creased symptom reporting, and unexplained conditions, 
as well as incarceration. The IOM committee noted that 
there was insufficient investigation by VA or the Depart- 
ment of Defense (DOD) to allow them to draw cause- 
and-effect conclusions regarding the effects of deployment 
stress on physiological, psychological, and psychosocial 
conditions. To remedy this problem, the committee rec- 
ommended further epidemiologic studies and enhanced 
predeployment screening to identify exposures most 
stressful to the veteran and regular longitudinal reassess- 
ments at five-year intervals thereafter to identify long- 
term health and psychosocial health effects. Considering 
the importance of these findings to all combat veterans 
and the urgency to develop effective programs for 
OEF/OIF veterans, the IBVSOs strongly urge VA and the 
DOD to move rapidly to develop health policy and re- 
search inquiries that are responsive to these important 
recommendations. Additionally, we urge VA to review 
and propose regulations to establish presumptive service 
connection based on the above noted findings for the con- 
ditions that meet the threshold established by VA for 
other previously established presumptive conditions. 

VA’s Specialized PTSD Programs 

According to VA data, the Department operates a net- 
work of more than 190 specialized PTSD outpatient 
treatment programs nationwide, including specialized 
PTSD teams or a PTSD specialist at each VA medical cen- 
ter (VAMC). VA has indicated that treating PTSD among 
returning veterans is one of its highest priorities. VA and 
DOD studies have indeed verified that veterans with com- 
bat exposure in Afghanistan and Iraq had the expected in- 
creased risk for PTSD and other mental health concerns 
postdeployment. Since the beginnings of OEF/OIF, 
868,717 service members have been discharged and be- 
come eligible for VA health care. Through August 2008, 
VA reported that of the 347,750 separated OEF/OIF vet- 
erans who have sought VA health care since FY 2002 a 
total of 147,744 unique patients had received a diagno- 
sis of a possible mental health disorder (not including in- 
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formation on PTSD from VA Vet Centers or data from 
veterans not enrolled for VHA health care). Nearly 
76,000 enrolled OEF/OIF veterans had a probable diag- 
nosis of PTSD; nearly 60,000 OEF/OIF veterans have 
been diagnosed with depression; and nearly 13,000 re- 
ceived a diagnosis of alcohol dependence syndrome. 45 
These data are generally consistent with DOD and other 
studies of U.S. military service members who served in 
Iraq. However, VA data does not track early indications 
of alcohol and other drug misuse, hazardous use, and 
early abuse, which DOD studies indicate are a problem in 
between 11 percent and 23 percent of service members 
surveyed. 

An IOM expert committee studied the evidence for treat- 
ments proven effective for PTSD and reported that there 
is sufficient evidence to conclude that exposure to cogni- 
tive behavior therapies is effective in treatment of PTSD. 46 
The IOM noted that there may be important treatment 
response differences between civilians and veteran popu- 
lations with PTSD, as well as differences between older 
and younger veterans. The IOM committee was not con- 
vinced that the evidence is sufficient regarding efficacy of 
the currently used pharmacological interventions and 
cautioned that evidence regarding the effectiveness of 
group therapy is inadequate. The committee made im- 
portant recommendations to improve VA’s ability to pro- 
vide evidence-based treatments. Of particular note is the 
committee’s finding that available research has significant 
gaps in evaluation of the efficacy of treatment interven- 
tions in the subpopulation of veterans with comorbid 
traumatic brain injury, major depression, and substance 
abuse and in women, racial and ethnic minorities, and 
older individuals. The IBVSOs are pleased with the in- 
creased federal investments in PTSD research, and we 
commend Congress for providing those funds and the 
mandate to do so; however, we believe there should be 
greater attention to these specific areas of study as rec- 
ommended by the IOM. It is disheartening to learn that 
despite widespread recognition of the importance of de- 
ployment stress and PTSD in veterans the committee 
found “it striking that so few of the studies were con- 
ducted in populations of veterans.” 47 

VA has been a leader in research on efficacious inter- 
ventions for severe PTSD, but, as documented by the 
IOM report, these effective approaches are complex, ex- 
pensive, and time consuming. Prolonged exposure ther- 
apy, an intensive specialized counseling treatment, was 
highlighted in the IOM report as being one of the few 
proven effective treatments supported by evidence-based 
research studies. The IBVSOs are concerned that VA 


does not currently have the capacity to deliver these in- 
tensive exposure therapy programs in every VAMC and 
to all appropriate veterans with PTSD across the nation. 
VA needs to immediately increase its funding for such 
programs and conduct more translational research on 
how best to disseminate this state-of-the-art care across 
the VA mental health system. This translational research 
must include an analysis of the barriers to dissemina- 
tion, including resources and structural and cultural bar- 
riers. Translation of research studies to ready availability 
of effective treatment programs across the VA health- 
care system is a daunting task, but the need is urgent and 
early intervention is critical to prevent diminished qual- 
ity of life and well-being for those who have served their 
country in combat. Prevention of chronic PTSD and re- 
covery should be among the highest priorities for the 
VHA as it serves the mental health needs of veterans of 
recent and prior wars. 

In 2007 investigators published a study using VA admin- 
istrative data indicating that between 1997 and 2005 
total patients served by VA mental health programs in- 
creased by almost 300,000 unique veterans, a 56 per- 
cent increase. In addition, the number of veterans 
diagnosed with PTSD doubled, while the number who 
received mental health diagnoses other than PTSD in- 
creased by 40 percent. The largest numbers of veterans 
(80 percent) were from earlier eras; however, the largest 
proportionate increases occurred in veterans who were 
born after 1972. During this period the number of clinic 
contacts per veteran per year declined steadily, resulting 
in a cumulative decline of 37.5 percent. Declines were 
observed in both PTSD and other mental health diag- 
noses. The total number of mental health clinic visits 
showed real number reductions of 2.7 percent from 
10.18 visits in FY 1997 to 9.91 visits in FY 2005. The 
study noted that during the period after the beginning of 
combat in Iraq, the rate of increase in PTSD and other 
mental health patient workloads grew further. Mental 
health service use among both Gulf War era and older 
veterans increased progressively while service intensity 
declined steadily. This suggests that increasing demand 
was met by compressing the allowable number of visits 
per veteran. Clinicians believe these changes cannot be 
explained by improvements in evidence-based treatment 
protocols; therefore, it is likely that the reported declines 
were accompanied by reductions in continuity of care. 48 

Although VA has increased funding to specialized care 
programs, the IBVSOs are extremely concerned that care 
be taken to immediately reverse the above-reported trends 
so that veterans may benefit from the highest quality men- 
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tal health care available. We recognize that counseling and 
evidence-based therapies require intensive training and 
mentorship to be effectively delivered. Additionally, these 
treatments are labor intensive and require numerous ses- 
sions and increased time with clinicians. In the absence of 
real-time field experience with these evidence-based PTSD 
treatments, it is often assumed by VACO planners that 
the 12-session cognitive processing therapy and the 
equally brief prolonged exposure therapy will result in 
veterans no longer requiring ongoing supportive services 
for PTSD. This is contrary to what clinicians in the field 
have been observing. These intensive services result in new 
clinicians having their caseloads rapidly filled, with on- 
going need for additional staff, which is not possible 
with the resources allocated for new mental health 
providers this year. This yet again points to the need 
for realistic productivity standards and population- 
based demand models for these key interventions. 
Given the likelihood of a surge in combat veterans re- 
turning to their communities in the next 12 to 24 
months, this needs to happen immediately. We believe 
these data justify a rigorous study of whether VA has, 
indeed, purposefully reduced the intensity of care for 
certain of its enrolled patients in mental health pro- 
grams in order to generate capacity to absorb newer 
arrivals with more acute needs. If this study corrobo- 
rates these observations, VA should be required to shift 
this trend back toward higher quality and more con- 
tinuous care for all the veterans it serves in mental 
health programs. 

Readjustment Counseling Service 

The Readjustment Counseling Service (RCS) currently 
provides counseling and readjustment services to vet- 
erans at 232 Vet Centers, located throughout the na- 
tion. The RCS will be expanding the number of Vet 
Centers to 271 by the end of 2009. Vet Centers pro- 
vided more than 1.1 million visits by more than 
167,000 unique combat veterans from all service eras 
in FY 2008, including more than 69,000 veterans that 
were seen through outreach efforts. 

In addition to the expansion of Vet Center sites already 
noted, these centers have also expanded the depth and 
range of services provided. Vet Centers have been in- 
novative in using technology to expand services, in- 
cluding use of telehealth linkages with VA medical 
centers. Use of telehealth has increased geographic ac- 
cess to mental health service delivery in remote areas to 
underserved veteran populations. Since their inception, 
Vet Centers have provided a recovery focus and an al- 


ternative to conventional access for mental health care 
that some veterans may be reluctant to seek in tradi- 
tional VA medical centers and clinics. They serve as a 
model for veterans’ psychosocial readjustment and re- 
habilitation, and support ongoing enhancements under 
the VA Mental Health Strategic Plan. Also, since 2003, 
the Vet Centers have provided bereavement services to 
surviving family members of service members killed 
while serving on active duty. This successful new pro- 
gram has provided support to more than 2,100 family 
members of more than 1,400 fallen warriors, most of 
whom were killed in action in OEF/OIF. Some of these 
family members may require treatment for depression 
or anxiety in response to their grief reactions, but there 
is no current legislative authority for the provision of 
such care. We urge VA to establish collaborative rela- 
tionships with community providers for those family 
members who do not qualify for TRICARE and needed 
mental health benefits. 

The Vet Center program is one of the few VA programs 
to address a veteran’s full range of readjustment and 
reintegration needs with their families and communi- 
ties. Family counseling is provided when needed for the 
readjustment of the veteran. Families provide the “front 
line” of support network for returning veterans. 
Spouses are often the first to identify readjustment is- 
sues and facilitate veterans’ evaluation and treatment 
when concerns are identified. Repeated deployments, fi- 
nancial hardships, long absences from home, and the 
stresses of reintegration with family routines have put a 
tremendous strain on OEF/OIF veterans’ marriages. The 
most recent survey of more than 3,000 soldiers, con- 
ducted while they were serving in Afghanistan and Iraq, 
indicates that by the midpoint of deployment 30 per- 
cent were considering divorce. 49 We are pleased that 
Public Law 110-387 clarified VA’s authority to provide 
marriage and family counseling and establish a limited 
pilot program to assess the feasibility and advisability to 
provide readjustment and transition assistance to vet- 
erans and their families in cooperation with Vet Cen- 
ters. We encourage VA to expand this program to 
provide routine support and relationship counseling 
services for all combat veterans and their families. We 
believe these services should be made available in all 
major VA care sites. Vet Center staff and VA mental 
health professionals in VA medical centers should work 
to improve collaboration between their respective pro- 
gram services to ensure appropriate care coordination 
and quality care for veterans. In the near term, VAMCs 
should increase their coordination with Vet Center staff 
to increase access and referrals for veterans needing 
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family counseling; increase distribution of outreach ma- 
terials to family members with tips on how to better 
manage the dislocation and improve reintegration of 
combat veterans who are returning from a deployment; 
and provide information on identifying warning signs of 
suicidal ideation so veterans will be more likely to seek 
help with readjustment issues. Also, in cases of refer- 
rals from Vet Centers to VA medical centers, informa- 
tion of record on patient counseling at Vet Centers 
should be made available to mental health practitioners 
to aid them in the continuing care of these veterans. 

Substance-Use Disorders Treatment 

In the past, population-based surveys have strongly 
confirmed that veterans report higher rates of alcohol 
abuse than nonveterans and are more likely to meet 
criteria for alcohol abuse and dependence. Recent stud- 
ies have demonstrated no reduction in overall veteran 
need for substance-use disorder services and have 
shown an increase in alcohol concerns expressed by or 
about OEF/OIF veterans. 

Army investigators recently published the first longitu- 
dinal study of health concerns among soldiers serving in 
Iraq. The study found that questionnaires administered 
immediately after completing redeployment underesti- 
mate the physical health, mental health, and substance- 
use burden on service members who served in Iraq. 
Surveys conducted later showed increased reporting of 
both physical health and mental health concerns and in- 
creased referrals to care. In this particular study, although 
11.8 percent of soldiers reported alcohol misuse, only 
0.2 percent of those individuals were subsequently re- 
ferred for treatment. Moreover, of those referred, only a 
small number received care within 90 days of screening. 50 

The number of veterans who received specialized out- 
patient substance abuse treatment services in VA de- 
clined between FY 1998 and FY 2005 by 18 percent. 
The IBVSOs believe the overall decline in supply of sub- 
stance-use disorder services occurred despite stable or 
increasing veterans’ demand for such services. However, 
we note that during the past year VA conducted an 
analysis of gaps in service for substance abuse care and 
has begun to fund new programs, particularly intensive 
outpatient treatment programs, to fill critical gaps in ac- 
cess to care. This is an important first step in rebuilding 
VA substance abuse treatment programming and assur- 
ing equity of access across the system to critical services. 
However, VA data show that the numbers of veterans 
who received specialty care for substance-use disorders 


during FY 2006 as 121,926, but in FY 2007 it was a 
mere 127, 402. 51 These minimal increases do not begin to 
address veterans’ treatment requirements or reverse the 
15 percent to 18 percent decreases in VA substance 
abuse treatment in the decade between 1996 and 2006. 

In its UMHS handbook, the VHA mandates that all VA 
health-care facilities develop a full continuum of care for 
substance-use disorders, including more consistent and 
universal periodic screening of OEF/OIF combat veter- 
ans in all its health-care facilities and programs. Screen- 
ing, especially in primary care clinics and Vet Centers, is 
essential for early intervention and prevention of chronic 
substance-use disorders. The IBVSOs are pleased with 
the new policy and look forward to its speedy imple- 
mentation across all VA sites of care. Outpatient sub- 
stance misuse counseling and pharmacotherapy should 
be available at all larger VA community-based outpa- 
tient clinics at a minimum. At more extensive VA med- 
ical centers, short-term outpatient counseling including 
motivational interventions, intensive outpatient treat- 
ment, residential care for those most severely disabled, 
detoxification services, ongoing aftercare and relapse 
prevention, self-help groups, opiate substitution thera- 
pies, and newer drugs to reduce cravings should be made 
more widely available. We note that, traditionally, VA 
substance abuse services have been primarily focused on 
service for veterans who have a severe and chronic sub- 
stance abuse or dependence. This has resulted in neglect 
of programs that could help veterans early and prevent 
consequent disruption of family, employment, and com- 
munity relationships. We believe this is a significant 
issue, especially with respect to the newest generation of 
war veterans exhibiting these early symptoms of alco- 
hol and other drug misuse. For these reasons, we 
strongly recommend that VA focus intensive efforts to 
improve and increase early intervention and the preven- 
tion of substance abuse in the veteran population. 

Recovery and Disability Compensation 

In the 110th Congress, legislation was proposed that at- 
tempted to link the disability compensation system with 
“recovery.” The use of the term recovery created un- 
necessary confusion with mental health recovery con- 
cepts and the VHA’s focus of transforming its mental 
health services through recovery-based programs and 
principles. The legislative proposal, which would have 
delayed veteran access to VA’s Disability and Compen- 
sation claims process, created a sense of suspicion and 
fear among service-connected veterans who believed that 
the government’s focus on the hope of recovery from se- 
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rious mental illness was simply a cynical effort to reduce 
or eliminate their entitlement benefits. The IBVSOs do 
not believe this to be the case; however, to truly achieve 
the greatest outcome for disabled veterans, this issue 
must be addressed. We acknowledge that fear of loss of 
compensation benefits (and reality of the current regu- 
lations) is a serious barrier to some of the most impor- 
tant aspects of recovery transformation. The urgent 
need to realign the disability regulations with recovery 
transformation is particularly compelling due to the 
large numbers of veterans returning from OEF/OIF, 
who are frequently torn between competing priorities of 
seeking treatment and recovery, returning to work and 
self-sufficiency (which almost all want to do), and hav- 
ing disability compensation that provides financial se- 
curity to them during their difficult journey to recovery. 
First, there should be an adjustment to the disability 
compensation rating schedule that ensures parity be- 
tween mental health disabilities and physical disabilities. 
Second, it is critical that compensation and treatment 
not be contingent or linked. These issues should be de- 
coupled to eliminate the potential barriers and conflicts 
for maximizing employment under the recovery/reha- 
bilitation model of care. Veterans service organizations 
(VSOs) and disabled veterans should be involved in all 
efforts to realign the disability rating system for mental 
health disorders to ensure that programs are designed 
to maximize every veteran’s ability to fully participate 
in the recovery/rehabilitation model of care without 
being denied the ability to file a claim for benefits and 
without fear of loss of established disability compensa- 
tion. A task force, composed of experts from the Veter- 
ans Benefits Administration (VBA), VHA mental health 
staff, VSOs, and disabled veterans should be assembled 
to appropriately align the disability compensation sys- 
tem with recovery-oriented care. 

Designation of Seriously 111 and Injured Veterans 
and Case Management 

Over the past decade, the VHA has emphasized the crit- 
ical importance of a coordinated continuum of care for 
seriously ill and injured veterans. This includes the ini- 
tial transition between the DOD and VA health-care sys- 
tems. After managing the initial “hand-off” between 
federal health-care programs, VA has developed systems 
of care to ensure that high-quality, accessible health-care 
services continue to be provided to these individuals. 

The President’s Commission on Care for America’s Re- 
turning Wounded Warriors made many recommenda- 
tions for improvements in VA care. The commission 


recognized the importance of integrated care manage- 
ment to provide “...patients with the right care and ben- 
efits at the right time in the right place by leveraging all 
resources appropriate to their needs. For injured service 
members — particularly the severely injured — integrated 
care management would build bridges across health-care 
services in a single facility and across health-care services 
and benefits provided by DOD and VA.” 

To implement the commission’s recommendations and 
ensure every veteran receives the care he or she requires, 
VA created the OEF/OIF Case Management Program 
for veterans and service members with serious injuries or 
illnesses. VA has professed that its case management and 
coordination strategy has allowed it to meet the needs of 
returning seriously injured veterans. This case manage- 
ment program is designed to provide lifelong care to 
those individuals who are designated as seriously ill and 
injured veterans. However, the IBVSOs have become 
aware that the case management programs treat veter- 
ans with physical injuries and mental health injuries and 
illness in a disparate manner. OEF/OIF combat veterans 
being discharged with serious mental illness without an 
accompanying physical injury are not included in this 
program. Because of this disparity, case managers and 
mental health staff are left to cobble together locally de- 
veloped databases and programs for OEF/OIF veterans 
with serious or complex mental health problems that 
clinically require case management. Because the pro- 
grams are unique to each VAMC, there is no national 
tracking or monitoring of this important patient popu- 
lation. VAMCs have no means to report case manage- 
ment workload or resources to the national program 
office required for these efforts. We recommend that VA 
immediately correct case management program defi- 
ciencies and begin to treat psychological injury and ill- 
ness in veterans with the same intensity that it treats 
serious physical injuries. 

Suicide Prevention 

The IBVSOs are pleased that over the past year VA has 
stepped up its efforts and made suicide prevention a pri- 
ority. VA has developed a broad program based on in- 
creasing awareness, prevention, and training of 
health-care staff to recognize suicide risk. A national sui- 
cide prevention hotline has been established and suicide 
prevention coordinators have been hired in each VA 
medical center. Research into the risk factors associated 
with suicide in veterans and prevention strategies is 
under way. While recognizing the advances in suicide 
prevention programs made by VA, the IBVSOs believe 
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strongly that the most effective investments will be those 
that VA makes to improve the screening, diagnosis, and 
treatment for PTSD, depression, substance abuse, and 
other mental health disorders. Evidence is clear that 
those conditions, left untreated or poorly treated, can 
lead to increases in suicide attempts and suicide rates. 
For these reasons we believe VA must redouble its efforts 
to reduce the stigma associated with seeking mental 
health care and to encourage veterans to seek treatment. 
Case management for veterans at high risk for suicide 
should be sized adequately to meet the needs, and when 
the veteran also has a care manager for OEF/OIF issues, 
that care manager needs to be equally well trained in sui- 
cide risk management to avoid duplication or working at 
cross purposes. There should be clearly delineated role 
functions for OEF/OIF case managers since they may 
naturally cross over into clinical management. 

OEF/OIF Veterans 

There is growing concern that the special needs of new 
veterans of the conflicts in Afghanistan and Iraq have re- 
ceived insufficient advance planning and inconsistent at- 
tention since the first deployments began in Afghanistan 
in October 2001. Because of the importance of stepping 
up efforts directly on behalf of OEF/OIF veterans, the 
IBVSOs have included a separate section in this Inde- 
pendent Budget , titled “The Challenge of Caring for Our 
Newest War Veterans.” 

Summary 

The IBVSOs recognize the unprecedented efforts made 
by VA to improve the safety, timeliness, and effective- 
ness of mental health-care programs for veterans. We 
are especially pleased that VA has expressed its intent 
and commitment through the national Mental Health 
Strategic Plan to reform its mental health programs, 
moving from the traditional treatment of symptoms to 
embrace potential recovery of every patient under VA 
care. We also appreciate the will of Congress in contin- 
uing to insist that VA dedicate sufficient resources in pur- 
suit of full VA coverage of the mental health needs of 
veterans. The IBVSOs have concerns, nevertheless, that 
these laudable goals will be unfulfilled unless VA adopts 
and enforces mechanisms to ensure its policies at the top 
are reflected as results in the field. In that regard we are 
deeply concerned that substance-use disorder programs 
in VA, currently focused on chronic and severe addic- 
tions, are woefully inadequate given that there are con- 
sistent indications of substance-use disorder problems in 
the OEF/OIF population. 


We believe the conflicts inherent in VA’s disability 
compensation system for mental health disorders and 
recovery-based care for mental illness need to be ad- 
dressed by VA. No veteran should fear compensation 
penalty from health improvement. The current practices 
between the VBA and the VHA may be working at cross 
purposes and should be more closely examined by a VA 
benefits-health task group involving veterans organiza- 
tions, including the IBVSOs. We also urge closer coop- 
eration and coordination between VA medical centers 
and Vet Centers within their areas of operations. We rec- 
ognize that the Readjustment Counseling Service is in- 
dependent from the VHA by statute and conducts its 
readjustment counseling programs outside the tradi- 
tional “medical model.” We respect that division and do 
not intend to undermine it. However, in addition to hav- 
ing concerns about VA’s ability to coordinate with com- 
munity providers in caring for veterans at VA expense, 
we believe veterans will be best served if better ties and 
mutual goals govern the relationship of Vet Centers to 
VA medical centers. 

The development of the MHSP and the new Uniform 
Mental Health Services package provide an excellent 
road map for the VHA’s transformation of its mental 
health services to veterans. However, throughout this 
section, the IBVSOs have expressed continued concern 
about the pace of implementation of the mental health 
clinical, education, and research programs. There are 
also significant gaps that need to be closed, especially in 
oversight of mental health programs and in the case 
management programs for OEF/OIF combat veterans. 
VA needs to fulfill its promises to treat mental illness 
with the same intensity as physical illness and to deliver 
on veterans’ hope for recovery from mental illness. 

The IBVSOs urge strong oversight by the Committees 
on Veterans’ Affairs to ensure VA’s mental health pro- 
grams and the reforms we have outlined in this Inde- 
pendent Budget meet their promise — not only for those 
coming back from war now, but for those already here. 


Recommendations: 

Congress should provide oversight to ensure that VA 
maintains a full continuum of mental health-care services 
across the system and enhance its efforts for oversight of 
VA’s mental health transformation and implementation 
of VA’s National Mental Health Strategic Plan and Uni- 
form Mental Health Services delivery initiative. 
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VA should appoint a task group to study and recom- 
mend a budget appropriate to support the UMHS. The 
task group should determine whether the Veterans Eq- 
uitable Resource Allocation model will provide adequate 
funding for the full continuum of services mandated by 
the UMHS handbook and make recommendations for 
future funding of mental health services. 

VA should provide frequent periodic reports that include 
a facility-level accounting of the use of mental health en- 
hancement funds, as well as an accounting of overall 
mental health expenditures, to Congressional staff, vet- 
erans service organizations, and the Consumer Liaisons 
Council of the VA Advisory Committee on the Care of 
Veterans with Serious Mental Illness. 

In keeping with the National Mental Health Strategic 
Plan, Medical Services funding to support the Mental 
Health Enhancement Initiative should be provided on a 
recurring “earmarked” basis, outside of the VERA sys- 
tem, until such time that VA is confident that the pro- 
grams within the initiative are sustainable. At a 
minimum, The Independent Budget veterans service or- 
ganizations believe a five-year period for such protec- 
tion is necessary. 

Given the urgency of ensuring the implementation of the 
UMHS package, consideration should be given to hold- 
ing Congressional oversight hearings as soon as possible 
on the implementation strategy employed by the VA 
Central Office for this initiative. Congress should require 
VA to provide an assessment of resource requirements, 
as well as a completion date for full implementation of 
the UMHS package. 

VA must increase access to veteran and family-centered 
mental health-care programs, including family therapy 
and marriage counseling. These programs should be 
available at all VA health-care facilities. 

Veterans and family consumer councils should become 
routine standing committees at all VA medical centers. 
These councils should include the active participation of 
veteran health-care consumers, their families, and their 
representatives. 

A task force, composed of experts from the Veterans 
Benefits Administration, Veterans Health Administra- 
tion mental health staff, veterans service organizations, 
and disabled veterans, should be assembled to explore 
potential barriers and disincentives to mental health care 
and the VA disability compensation system. 


VA and the Department of Defense should track and 
publicly report performance measures relevant to their 
mental health and substance use disorder programs. VA 
should focus intensive efforts to improve and increase 
early intervention and the prevention of substance abuse 
in the veteran population. 

The VA Advisory Committee on the Care of Veterans 
with Serious Mental Illness should be redesignated as a 
secretarial-level committee on mental health, armed with 
independent reporting responsibility to Congress. 

VA and the Department of Defense must ensure that vet- 
erans and service members receive adequate screening for 
mental health needs. When problems are identified with 
screening, providers should use nonstigmatizing ap- 
proaches to enroll them in early treatment in order to 
mitigate the development of chronic illness and disability. 

VA should invest in research on effective stigma reduc- 
tion, readjustment, prevention, and treatment of acute 
post-traumatic stress disorder in combat veterans; in- 
crease its funding for evidence-based PTSD treatment 
programs; and conduct translational research on how 
best to disseminate this state-of-the-art care across the 
system. VA should conduct an assessment of the current 
availability of evidence-based care, including for PTSD, 
identify shortfalls by site of care, and calculate the re- 
sources necessary to provide universal access to evi- 
dence-based care. 

VA should conduct an assessment of the current avail- 
ability of evidence-based care for PTSD, identify short- 
falls by site of care, and calculate the resources necessary 
to provide universal access to these specialized treatments. 


u Gulf War and Health: Physiologic, Psychologic, and Psychosocial Effects of De- 
ployment-Related Stress, vol. 6 (Washington, DC: National Academies Press, 2007). 
4S DVA, VHA Office of Public Health and Environmental Hazards, Analysis of VA 
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^Treatment of Posttraumatic Stress Disorder: An Assessment of the Evidence 
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OEF/OIF ISSUES 

The Challenge of Caring for Our Newest War Veterans 

The Departments of Defense and Veterans Affairs face unprecedented 
challenges in meeting the needs of a new generation of war veterans and their families, 
including those who suffer from postcombat readjustment challenges and 
cognitive impairments as a result of traumatic brain injury (TBI). 


S ince October 2001, approximately 1.8 million mili- 
tary service members have deployed to Afghanistan 
and Iraq in Operations Enduring and Iraqi Freedom 
(OEF/OIF). Many service members have participated in 
multiple deployments and been subjected to a number of 
serious threats, including mortar attacks, suicide bombs, 
and exposure to repeated blasts from improvised explo- 
sive devices (IEDs). Current studies indicate that multi- 
ple exposures to IED blasts and the stress of these 
deployments in general are exacting a toll on the fighting 
force, resulting in a variety of seemingly “invisible” 
wounds, including post-traumatic stress disorder (PTSD), 
major depression, and cognitive impairments as a result 
of milder forms of traumatic brain injury. Military med- 
icine has advanced to unprecedented levels of excellence 
that have resulted in a 90 percent survival rate among 
wounded veterans. 52 However, within the DOD and VA 
health-care systems, gaps remain in the recognition, di- 
agnosis, treatment, and rehabilitation of these less-visible 
injuries. 

The DOD and VA share a unique obligation to meet the 
health-care and rehabilitative needs of veterans who have 
been wounded during military service or who may be suf- 
fering from postdeployment readjustment problems as a 
result of combat exposure. The DOD, VA, and Congress 
must remain vigilant to ensure that federal programs 
aimed at meeting the needs of the newest generation of 
combat veterans are sufficiently funded and adapted to 
meet them, while continuing to address the chronic health 
maintenance needs of older veterans who served and were 
injured in earlier military conflicts. Congress must also 
remain apprised of how VA spends the significant new 
funds that have been provided and earmarked specifically 
for the purpose of meeting postdeployment mental health 
and physical rehabilitation needs. 

The Independent Budget veterans service organizations 
(IBVSOs) are grateful that VA has adopted the principles 
of the President’s New Freedom Commission on Mental 
Health. The commission’s ultimate goal is the eradication 


of the stigma that surrounds mental health challenges and 
the opportunity for full recovery for people facing those 
challenges. The commission’s framework for achieving 
this important goal should be the guiding beacon for VA 
mental health planning, programming, budgeting, and 
clinical care for veterans of OEF/OIF service and of all 
military service periods. Optimal recovery is also the goal 
for those with severe physical injuries. 

Invisible Wounds of War 

The RAND Corporation Center for Military Health Pol- 
icy Research recently completed a comprehensive study ti- 
tled Invisible Wounds of War: Psychological and 
Cognitive Injuries, Their Consequences, and Services to 
Assist Recovery. RAND found that the effects of TBI are 
still poorly understood, leaving a gap in knowledge re- 
lated to how extensive the problem is or how to handle 
it. 53 The study evaluated the prevalence of mental health 
and cognitive problems of OEF/OIF service members; the 
existing programs and services available to meet the 
health-care needs of this population; the gaps that exist in 
these programs and what steps need to be taken to im- 
prove these services; and the costs of treating or not treat- 
ing these conditions. 

The study found rates of PTSD, major depression, and 
probable TBI are relatively high when compared to the 
U.S. civilian population. 54 RAND estimated that ap- 
proximately 300,000 of the 1.64 million OEF/OIF serv- 
ice members who had been deployed as of October 2007 
suffer from PTSD or major depression, and that about 
320,000 individuals experienced a probable TBI during 
deployment. 55 Additionally, about one-third of those pre- 
viously deployed have at least one of those three condi- 
tions, and about 5 percent report symptoms of all three. 

According to RAND, 57 percent of those reporting a 
probable TBI had not been evaluated by a physician for 
brain injury. About 53 percent of those who met the cri- 
teria for PTSD or major depression had sought help from 
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a physician or mental health provider in the past year. 56 It 
was noted, however, that even when individuals sought 
care, few received quality care — with only half having re- 
ceived what was considered minimally adequate treat- 
ment. A number of barriers to care were identified by 
survey participants as reasons for not getting treatment. 
RAND concluded there is a need for increased access to 
confidential, evidenced-based psychotherapy and that the 
prevalence of PTSD and major depression will likely re- 
main high unless efforts are made to enhance systems of 
care for these conditions. 57 

Finally, the study evaluated the costs of these mental health 
and cognitive conditions to the individual and society. Suf- 
fering from these conditions can impair relationships, dis- 
rupt marriages, affect parenting, and cause problems in 
children of veterans. 58 RAND determined the estimated fi- 
nancial costs associated with mental health and cognitive 
conditions related to OEF/OIF service would be substan- 
tial ($4 billion to $6 billion over a two-year period for 
PTSD and major depression, and $591 million to $910 
million for TBI within the first year of diagnosis). 59 

Military service personnel who sustain catastrophic phys- 
ical injuries and suffer severe TBI are easily recognized, 
and the treatment regimen is well established. However; 
DOD and VA experts note that TBI can also be caused 
without any apparent physical injuries if a person is in 
the vicinity of these powerful detonations and that signs 
and symptoms are often not readily recognized but can 
include chronic headache, irritability, behavioral disinhi- 
bition, sleep disorders, confusion, memory problems, and 
depression. 

Emerging literature (including the RAND study) strongly 
suggests that even mildly injured TBI patients may have 
long-term mental and physical health consequences. Ac- 
cording to DOD and VA mental health experts, mild TBI 
can also produce behavioral manifestations that mimic 
PTSD or other mental health conditions. Additionally, TBI 
and PTSD can be coexisting conditions in one individual. 
Much is still unknown about the long-term impact of these 
injuries and the best treatment models to address mild-to- 
moderate TBI. The IBVSOs believe VA should conduct 
more research into the long-term consequences of brain 
injury and development of best practices in its treatment; 
however, we suggest that any studies undertaken include 
veterans of past military conflicts who may have suffered 
similar injuries that thus far have gone undetected, undi- 
agnosed or misdiagnosed, and untreated. The medical and 
social histories of previous generations of veterans could 
be of enormous value to VA researchers interested in the 


likely long-term progression of brain injuries. Likewise, 
such knowledge of historic experience could help both the 
DOD and VA better understand the policies needed to im- 
prove screening, diagnosis, and treatment of mild-to- 
moderate TBI in combat veterans of the future. 

On July 12, 2006, the VA Office of the Inspector General 
(OIG) issued Health Status of and Services for Operation 
Enduring Freedom/Operation Iraqi Freedom Veterans 
after Traumatic Brain Injury Rehabilitation. The report 
found that better coordination of care between DOD and 
VA health-care services was needed to enable veterans to 
make a smooth transition. The OIG Office of Health Care 
Inspections conducted follow-on interviews to determine 
changes since the initial interviews conducted in 2006. The 
OIG concluded that three years after completion of ini- 
tial inpatient rehabilitation, many veterans with TBI con- 
tinue to have significant disabilities and, although case 
management has improved, it is not uniformly provided 
to these patients. 60 

Although the DOD and VA have initiated new programs 
and services to address the needs of TBI patients, and 
progress is being made, uniformity and identified gaps in 
services are troubling. The authors of The Independent 
Budget remain concerned about whether VA has fully ad- 
dressed the long-term needs and the emotional and be- 
havioral problems that are often associated with TBI, as 
well as the devastating impact on both veterans and their 
families. 

Research is urgently needed to identify the most sensitive 
and specific screening tools for TBI: improved TBI classi- 
fication and prognostic tools; effective prevention, neuro- 
protective agents, and treatment programs; and enhanced 
understanding of the natural history of multiple concus- 
sions. While VA and the DOD are investing heavily in re- 
search related to blast injury and mild TBI, the quality and 
outcome of this research is being negatively affected by 
lack of exposure data concerning the blast magnitude and 
the circumstance of the service member’s injury. The DOD 
should declassify this information and make it available to 
federally funded researchers doing Institutional Review 
Board-approved studies. 

Polytrauma System of Care 

As a result of the conflicts in Afghanistan and Iraq, VA 
has coordinated the transfer of more than 6,800 
OEF/OIF severely injured or ill active duty service mem- 
bers and veterans from DOD to VA care and services — 
many with multiple injuries, including TBI, amputations, 
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serious burns, spinal cord injury, and blindness. 61 VA’s 
terminology for the care to veterans with multiple and 
serious injuries is “polytrauma” care. Veterans with in- 
juries to more than one physical region or organ system 
generally require extensive rehabilitation and lifelong 
personal and clinical support, including neurological, 
medical, and psychiatric services, as well as physical, psy- 
chosocial, occupational, and vocational therapies. VA 
has four established polytrauma rehabilitation centers 
(PRCs) collocated with lead centers for TBI in Tampa; 
Richmond, Virginia; Palo Alto, California; and Min- 
neapolis, and announced last year it will also provide 
specialized polytrauma care in San Antonio. In addition, 
each of VA’s networks has established a lead center for 
follow-up care of polytrauma and TBI patients referred 
from the four lead centers or directly from military treat- 
ment facilities. The goal of the polytrauma rehabilita- 
tion centers is to offer a comprehensive, interdisciplinary 
approach to meeting the goals of an individualized treat- 
ment plan to return each injured veteran to optimal func- 
tion. VA has not yet met its goal of comprehensive 
services at each PRC and should enhance the PRC pro- 
grams to ensure that each center can provide at least care 
for spinal cord injury, amputation, and TBI, as well as 
blind rehabilitation and specialized mental health serv- 
ices for both men and women. 

Just as other “special emphasis” rehabilitation programs 
(e.g., spinal cord injury, blind rehabilitation, and ampu- 
tation care programs) have evolved their acute care pro- 
grams for newly injured veterans into comprehensive 
programs that provide a full continuum of lifelong care 
and services, VA’s polytrauma centers must likewise en- 
sure that they offer a coordinated continuum of follow- 
up care, rehabilitation, respite, and long-term care to 
address the lifetime care needs of seriously injured veter- 
ans. The IBVSOs plan to carefully monitor the evolution 
of these special programs to ensure that they continue to 
meet the needs of this vulnerable population of veterans 
throughout their lifetimes. 

Caregivers of Traumatically Injured Veterans 

While a miraculous number of our veterans are surviving 
what surely would have been fatal wounds in earlier pe- 
riods of warfare, some are grievously wounded and re- 
quire a variety of intensive and even unprecedented 
medical, prosthetic, psychosocial, and personal supports. 
Eventually most of these veterans will be able to return to 
their families, at least on a part-time basis, or be moved to 
an appropriate therapeutic residential setting, but with the 
expectation that family members will serve as lifelong 


caregivers and personal attendants to help them substi- 
tute for the dramatic loss of physical, mental, and emo- 
tional capacities as a consequence of their injuries. 
Immediate families of newly and severely injured veterans 
face daunting challenges while serving in this unique role. 
They must cope simultaneously with the complex physi- 
cal and emotional problems of the severely injured vet- 
eran, deal with the complexities of the systems of care on 
which these veterans must rely — all while struggling with 
disruption of their family life, interruptions of personal 
goals and employment, and often the dissolution of other 
“normal” support systems most people take for granted. 

The IBVSOs believe a strong case management system is 
necessary to ensure a smooth and transparent handoff of 
severely injured and ill veterans and their family caregivers 
between DOD and VA programs of care. This case man- 
agement system should be held accountable to ensure un- 
interrupted support as these veterans and family 
caregivers return home and attempt to rebuild their lives. 
A severely injured veteran’s spouse is likely to be young, 
have dependent children, and reside in a rural area where 
access to support services of any kind can be limited. 
Spouses must often give up their personal plans (resign 
from employment, withdraw from school, etc.) to care 
for, attend, and advocate for the veteran. They often fall 
victim to bureaucratic mishaps in the shifting responsi- 
bility for conflicting government pay and compensation 
systems (military pay, military disability pay, military re- 
tirement pay, VA compensation), upon which they must 
rely for subsistence in absence of other personal means. 
For many younger, unmarried veterans who survive their 
injuries, their primary caregivers remain their parents, 
who have limited eligibility for military assistance and 
have virtually no current eligibility for VA benefits or serv- 
ices of any kind. 

Research shows that family members suffer from a num- 
ber of negative health consequences associated with the 
caregiver role. The 1996 National Caregiver Survey doc- 
umented that caregivers report great impacts on employ- 
ment, caregiver strain, mental and physical health 
problems, time for leisure and other family members, and 
family conflict. Family caregivers who provide 36 or more 
hours of care per week are more likely than noncaregivers 
to experience symptoms of depression or anxiety; for 
spouses the symptom rate is six times as high. 62 Studies 
also demonstrate that family caregivers report having a 
chronic health condition at more than twice the rate of 
noncaregivers. 63 In addition, studies indicate that when 
family caregivers experience extreme stress, they age pre- 
maturely and this level of stress can take as much as 10 
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years off a family caregiver’s life. 64 This research suggests 
that VA and the DOD should do more to mitigate the 
health effects and provide care for the family caregivers 
of seriously injured veterans. 

VA has limited authorization and capacity to provide 
mental health and relationship counseling services to fam- 
ily members — an important component of the rehabilita- 
tion process for veterans and their families. However, the 
IBVSOs have been informed by a few local VA officials 
that they are providing a significant amount of training, 
instruction, counseling, and other services to spouses and 
parents of severely injured veterans who are already at- 
tending these veterans during their hospitalizations at VA 
facilities. These officials are concerned about the possible 
absence of legal authority to provide these services and 
that scarce resources are being diverted to these needs 
without recognition of their cost within VA’s resource al- 
location system. Thus, medical centers devoting resources 
to family caregiver support are penalizing themselves in 
doing so, but they clearly have recognized the urgency and 
validity of this need. 

The IBVSOs believe Congress should authorize, and VA 
should provide, a full range of psychological counseling 
and social support services as an earned benefit to family 
caregivers of severely injured and ill veterans. At a mini- 
mum this benefit should include relationship and mar- 
riage counseling, family counseling, training of family 
members in skills to care for and maximize the recovery 
of the seriously injured family member, and related assis- 
tance for the family coping with the stress and continuous 
burden of caring for a severely injured and permanently 
disabled veteran. Also, we believe VA should establish a 
new national program to make periodic respite services 
more readily available to all severely injured veterans and 
caregivers. The IBVSOs believe VA should enhance this 
service to reduce the variability across a veteran’s contin- 
uum of care by, at a minimum, allowing the veteran’s pri- 
mary treating physician to approve respite care in excess 
of 30 days, making more flexible the number of 
hours/days available for use, providing overnight and 
weekend respite care to veterans and their caregivers, and 
eliminating applicable long-term-care copayments. A sep- 
arate section on caregivers, “Family and Caregiver Sup- 
port Issues Affecting Severely Injured Veterans,” discusses 
these complex issues in greater detail. 

VA’s Specialized PTSD Programs 

Without question, the Veterans Health Administration 
(VHA) has the most comprehensive mental health pro- 


gram in the nation to treat veterans with readjustment 
problems stemming from military combat, including com- 
bat stress and acute and chronic PTSD. The VHA em- 
ploys a cadre of highly skilled, dedicated clinicians and 
researchers who specialize in and are dedicated to helping 
veterans deal with the unique mental health challenges 
they face as they return to civilian life from a military com- 
bat deployment. 

However, a recent analysis of current research on the ef- 
fectiveness of treatment for PTSD conducted by the Insti- 
tute of Medicine (IOM) underscores how much still needs 
to be done to ensure that all veterans with PTSD receive 
state-of-the-art treatment for this problem, which was a 
direct result of their military service. VA has led in re- 
searching the most efficacious interventions for severe 
PTSD, but as documented in the Institute of Medicine re- 
port, these effective approaches are complex, expensive, 
and time consuming. Intensive programs, such as those in 
the successful efficacy studies noted by the IOM, are not 
readily available to many veterans across the nation. 65 VA 
needs to immediately increase its funding for such pro- 
grams, and to conduct more translational research on how 
to best disseminate this state-of-the-art care across the sys- 
tem. This translational research must include an analysis 
of the barriers to dissemination, including resources and 
structural barriers. Translation of effective treatment 
methods from research studies to ready availability across 
the system is a daunting task, but the need is now and 
early intervention is critical for the recovery and well- 
being of those who have served. 

Stigma and Outreach 

Currently no comprehensive data are collected from re- 
turned OEF/OIF veterans on their personal perceptions 
of barriers to care. However, one of the most serious hur- 
dles OEF/OIF veterans face in getting mental health care 
is overcoming the stigma associated with mental health 
problems. More than 50 percent of soldiers and marines 
in Iraq who test positive for a mental health problem are 
concerned that they will be seen as weak by their fellow 
service members, and almost one in three of these troops 
worries about the effect of a mental health diagnosis on 
his or her career. 66 To help reduce stigma associated with 
seeking mental health services, the DOD should develop 
a screening tool to assess cognition, psychological func- 
tioning, and overall psychological readiness for every ac- 
tive duty service member, reservist, and guardsman as 
part of a routine annual primary care examination. VA 
has already adopted a screening tool that is part of its pri- 
mary care preventive health assessment process. We con- 
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cur that in both settings trained mental health technicians 
should be accessible to interpret responses and mental 
health professionals should be immediately available to 
receive appropriate referrals. 67 

The DOD has acknowledged its need to incorporate some 
of the recommendations of its Task Force on Mental 
Health, including conducting appropriate screenings in 
private environments, identifying options for screening ac- 
tive duty, Reserve, and National Guard annually, and en- 
suring that its mental health assessment tools are valid and 
reliable. The IBVSOs will continue to monitor progress of 
this initiative. 

The barriers to seeking mental health care are formidable; 
however, there is much that we do not currently know 
about these barriers. While VA’s current patient satisfac- 
tion data provide some information on those who have 
successfully entered care, patient satisfaction data tell us 
little about those who were frustrated in their attempts to 
access services. VA should conduct comprehensive surveys 
of samples of all OEF/OIF veterans — not just those who 
have successfully accessed VA care — to identify barriers 
to care and formulate solutions to eliminate these barriers. 
Although VA has taken some steps to improve outreach to 
veterans, it must continue to proactively identify this pop- 
ulation’s unmet needs for postdeployment mental health 
services. In addition to making phone calls, sending let- 
ters, and conducting debriefings at demobilization sites 
following deployments, VA must initiate an aggressive 
outreach campaign to inform veterans and their families 
of risk factors for mental health problems post deploy- 
ment and programs available to meet veterans’ needs. The 
IBVSOs believe this should involve modernizing the VA 
website and developing listservs to communicate with vet- 
erans through email, electronic bulletin boards, sponsored 
chat rooms, and other innovative means of communicat- 
ing to the “.com” generation, in addition to traditional 
methods, such as telephone calls and letters. 

The DOD has recently instituted a number of anti-stigma 
measures and resiliency programs for active duty mem- 
bers. The IBVSOs applaud the courage of a high-ranking 
Army official, injured during his 2004 and 2005 tours in 
Iraq, who recently came forward to speak of his experi- 
ences. In so doing, he broke the military’s code of silence 
in seeking psychiatric counseling for PTSD and then pub- 
lically spoke out about it. In a recent interview he said that 
he is promoting open attitudes in both the Reserves and 
the National Guard “...to reduce the stigma associated 
with soldiers coming forward. We want them to come for- 
ward early, before problems are even greater.” 68 The IBV- 


SOs recognize the fortitude it took for him to do this and 
encourage other military leaders to follow his example. 
VA also needs to embrace this open attitude, treat mental 
health with the same seriousness that it treats physical 
health, and enhance its anti-stigma messages to veterans. 

VA clinicians believe outreach efforts should emphasize 
that it is normal to have a psychological reaction to in- 
tense or repeated stress, that some people may need help 
in readjusting, and that it is good to seek such help. Media 
outreach campaigns in particular should attempt to nor- 
malize the process, and not overly stress mental health di- 
agnoses or focus on pathology. The goal should be to get 
the veteran to seek immediate assistance, at which time 
further evaluations can be conducted if more severe prob- 
lems are suspected. Such an outreach program must be 
viewed as a crucial early prevention effort, an effort to 
identify problems before they compound and exact a high 
social and economic price on the veteran, his or her fam- 
ily, and society. These efforts can only succeed if VA offers 
readily accessible services for the type of problems that are 
often the first sign of trouble, including marital and rela- 
tionship counseling and interventions for hazardous use 
of alcohol and other drugs. Upgrading current prevention 
efforts and user-friendly access to early intervention serv- 
ices must be an immediate priority for VA. 

Substance-Use Disorder Treatment 

Another issue having an impact on newly returning serv- 
ice members, veterans, and their families is substance-use 
disorders. There are multiple consistent indications from 
both the DOD and VA that the misuse of alcohol and 
other substances will continue to be a significant problem 
for many OEF/OIF service members and veterans. An un- 
treated substance-use disorder can result in a number of 
health consequences for the veteran and family, including 
a marked increase in health-care expenditures, additional 
stresses on families, social costs from loss of employment, 
and additional, avoidable costs to the legal system. We 
urge VA and the DOD to continue research into this crit- 
ical area and to identify the best treatment strategies to 
address substance abuse and other mental health and 
readjustment issues collectively. 

Over the past decade VA drastically reduced its substance- 
use treatment and related rehabilitation services; however; 
during the past year VA conducted an analysis of gaps in 
service for substance abuse care, and has begun to fund 
new programs, particularly intensive outpatient treatment 
programs, to fill critical gaps in access to care. This is an 
important first step in rebuilding VA substance abuse 
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treatment programming and ensuring equity of access 
across the system to these critical services. Because sub- 
stance misuse is often the first symptom of even greater 
psychological problems to be evident to veterans and 
their families and employers, access for early interven- 
tion services will help ensure that problems are identi- 
fied at an early stage and reduce the negative impact on 
veterans and their families. The IBVSOs urge VA to 
closely monitor the implementation phase of its newly 
approved Uniform Mental Health Services policy to 
ensure a full continuum of care for substance-use dis- 
orders and include additional screening in all its health- 
care facilities and programs, especially in primary care. 
Congress must provide continued oversight to ensure 
these specialized programs are fully restored, readily 
accessible, and focused on meeting the unique needs of 
this population. 

The IBVSOs are pleased that VA has developed a com- 
prehensive strategy to address suicides and suicidal be- 
havior in the veteran population, but we encourage 
Congress to provide oversight to ensure proper focus and 
attention are paid to this issue. It is clear that without 
proper screening, diagnosis, and treatment, postdeploy- 
ment mental health problems can lead distressed indi- 
viduals to attempt to take their own lives. VA must focus 
on delivering comprehensive, high-quality, timely mental 
health and substance-use disorder care to all appropriate 
veterans. Ready access to robust mental health and sub- 
stance abuse treatment programs, which must include 
screening and early intervention, is the most critical com- 
ponent of any effective suicide prevention effort. 

Specialized Readjustment Counseling Service 

The Readjustment Counseling Service (RCS) currently 
provides counseling and readjustment services to veter- 
ans at 232 Vet Centers, located throughout the nation. 
Since their inception, Vet Centers have provided a re- 
covery focus and an alternative to traditional access for 
mental health care that some veterans may be reluctant 
to seek in VA medical centers and clinics that used tra- 
ditional medical models of care focused on symptom 
reduction. According to VA, the RCS will be expanding 
the number of Vet Centers to 271 by the end of 2009. 
Vet Centers provided more than 1.1 million visits to 
more than 167,000 unique combat veterans from all 
service eras in FY 2008, including more than 69,000 
veterans that were seen through outreach efforts. 

Since 2003, the Vet Centers have provided bereavement 
services to surviving family members of service mem- 


bers killed while serving on active duty. This successful 
new program has provided support to more than 2,100 
family members of more than 1,400 fallen warriors, 
most of whom were killed in action in OEF/OIF. How- 
ever, some of these family members may require treat- 
ment for depression or anxiety in response to their grief 
reactions, but there is no current legislative authority 
for the provision of such care. We urge VA to establish 
collaborative relationships with community providers 
for family members who do not qualify for TRICARE 
and needed mental health benefits. 

The Vet Center program is the one of the few VA pro- 
grams to address the veteran’s needs within family and 
community. Families provide the “front line” of a sup- 
port network for returning veterans, and spouses are 
often the first to identify readjustment issues and facil- 
itate veterans’ evaluation and treatment when concerns 
are identified. Repeated deployments, financial hard- 
ships, long absences from home, and the stresses of 
reintegration with family routines have put a tremen- 
dous strain on OEF/OIF veterans’ marriages. The most 
recent survey, conducted of more than 3,000 soldiers 
while they were serving in Afghanistan and Iraq, indi- 
cates that by the midpoint of deployment, 30 percent 
were considering divorce. 69 We are pleased that Public 
Law 110-387 clarified VA’s authority to provide mar- 
riage and family counseling and established a pilot pro- 
gram to assess the feasibility and advisability to 
provide readjustment and transition assistance to vet- 
erans and their families in cooperation with Vet Cen- 
ters. We encourage VA to expand its support and 
counseling services for veterans and families, and we 
believe that optimally this expansion should occur in 
all major VA care sites. 

Vet Center staff and VA mental health professionals in 
VA medical centers (VAMCs) should work to improve 
collaboration between their respective program serv- 
ices to ensure appropriate care coordination and qual- 
ity care for veterans. The Vet Center and VAMC 
programs are synergistic, and there can be great bene- 
fit to veterans from increased coordination of services. 
In the near term, VAMCs should increase coordination 
with Vet Centers to obtain consultations for family 
counseling; increase distribution of outreach materials 
to family members with tips on resiliency; improve the 
reintegration process of returning combat veterans into 
their family, civilian job, and community; and provide 
information on identifying warning signs of readjust- 
ment problems, including suicidal ideation so veterans 
will more likely seek early help. 
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Work Life Rehabilitation Services 

Veterans suffering from mental and substance-use dis- 
orders often experience disruptions in their work life. 
Comprehensive rehabilitation must include assistance 
in successfully reentering the workforce. This is needed 
not only by those eligible for rehabilitation services due 
to service-connected disabilities, but also for many other 
veterans seeking care. While some VA facilities offer 
comprehensive rehabilitation services for patients re- 
covering from mental disorders, many do not. The goal 
of recovery/rehabilitation must be to return the veteran 
to a productive family, social, and work life. VA should 
carefully assess the availability of complete rehabilita- 
tion services across the system and take action to assure 
that all veterans have access to this critical portion of 
the rehabilitation process. This is especially important 
since OEF/OIF veterans today are returning to an eco- 
nomic environment that is unusually challenging. 

Women Veterans 

The numbers of women now serving in our military forces 
are unprecedented in U.S. history, and today women are 
playing extraordinary roles in the conflicts in Afghanistan 
and Iraq. They serve as combat pilots and crew, heavy 
equipment operators, convoy truck drivers, and military 
police officers and serve in many military occupational 
specialties that expose them to the risk of combat, serious 
injury, and death. To date, more than 100 women have 
been killed in action, and women service members have 
suffered grievous injuries including multiple amputations. 
The current rate of enrollment of women in VA health 
care constitutes the second most dramatic growth of any 
subset of veterans. In fact VA projects the number of 
women veterans coming to the Department for health-care 
services is likely to double in two to four years. According 
to VA, since 2002, more than 42 percent of women who 
deployed in OEF/OIF and have since been discharged 
from military service have enrolled in VA health care. 

As the population of women veterans undergoes expo- 
nential growth over the next decade, VA must act now 
to prepare to meet the specialized needs of the women 
who served. Overall, the culture of VA needs to be 
transformed to be more inclusive of women veterans 
and must adapt to the changing demographics of its 
women veteran users — taking into account their unique 
characteristics as young working women with child 
care and elder care responsibilities. VA needs to ensure 
that women veterans’ health programs are enhanced so 
that access, quality, safety, and satisfaction with care 


are equal for women and men. A separate section on 
women veterans, “Women Veterans Health and 
Health-Care Programs,” is included in this Independent 
Budget for further discussion on this issue. 

Summary 

Emerging evidence suggests that the health-care burden 
for OEF/OIF veterans will be heavy and that the current 
wars are presenting new challenges to the DOD and VA 
health-care systems. Utilization rates for health-care and 
mental health services presage an increasing requirement 
for such services in the future. The devastating effects of 
polytrauma, PTSD, TBI, blindness, limb loss, burns, sex- 
ual assault, and other postdeployment mental health in- 
juries can lead to serious health catastrophes, including 
occupational and social disruption, personal distress, and 
even suicide if not treated. A stable, robust VA health-care 
system dedicated to the unique needs of the nation’s vet- 
erans — one that is there now for aging veterans of World 
War II, Korea, and Vietnam, and that will remain viable 
for the newest generation of veterans who will need spe- 
cialized medical and mental health care for decades to 
come — must be ensured. Congress must remain vigilant to 
ensure that research and treatment programs are author- 
ized and sufficiently funded. 

The DOD and VA have taken the first steps toward im- 
proving mental health services for active duty members 
and veterans of OEF/OIF. The IBVSOs do commend the 
DOD and VA for attempting to deal with the issue of sui- 
cide, stigma, and the barriers that prevent service members 
and veterans from seeking mental health services. Al- 
though we recognize and acknowledge both agencies’ ef- 
forts, the DOD and VA are still far from meeting the 
mental health needs of OEF/OIF veterans and achieving 
the universal goal of “seamless transition.” 

The unprecedented challenges of the protracted war on 
terror, including increasing, frequent deployments by an 
all- volunteer force; the heavily utilization of reserve com- 
ponents; and unprecedented proportions of women serv- 
ice members in harm’s way, demand swift and 
comprehensive change in how we deliver health-care serv- 
ices to veterans. This change must be fully informed by 
the targeted recipients of care and their representatives. 
The changing needs of veterans and their families must 
drive VA’s ongoing efforts to modernize its services for vet- 
erans. This can only occur if veterans, family members, 
and their representatives are an integral part of an active 
feedback loop: recommending changes in current services 
and new services; evaluating the development and de- 
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ployment of these changes; and providing feedback on 
how best to adjust these services over time. 

To accomplish this goal, a formalized, empowered over- 
sight system with consumer representation is needed. A 
Secretary of Veterans Affairs— level oversight committee 
that includes experts from both within and outside of VA, 
consumers, and consumer advocates, such as veterans 
service organizations, is needed. The committee should 
be adequately staffed and empowered to conduct ongo- 
ing reviews of efforts to improve mental health services in 
VA and required to report periodically to Congress on its 
evaluations and recommendations. Constructive over- 
sight and feedback will ensure that the finite resources 
available have the greatest impact on the recovery of vet- 
erans experiencing psychological aftermaths of their serv- 
ice to the country. 

Meeting the challenges of delivery of mental health-care 
to our nation’s veterans will require an unprecedented 
level of interagency cooperation. Nevertheless, the IBV- 
SOs believe with proper resources, clearly defined goals, 
and determination to overcome stigma and other institu- 
tional, cultural, and social barriers, our government can 
fulfill its commitment to providing the best available 
health-care and rehabilitation services to service members 
and veterans with combat-related physical and mental 
health injuries. 


Recommendations: 

The Departments of Defense and Veterans Affairs must 
invest in research for individuals who suffer from post- 
deployment mental health challenges and traumatic brain 
injury, to close information gaps and plan more effec- 
tively. Both agencies should conduct more research into 
the consequences of TBI and develop best practices in its 
screening, diagnosis, and treatment. 

VA should work more effectively with the DOD to es- 
tablish a seamless transition of early intervention services 
to obtain effective treatments for war-related mental 
health problems, including substance-use disorders, in re- 
turning service members. 

Congress should formally authorize, and VA should pro- 
vide, a full range of psychological and social support 
services, including strong, effective case management, as 
an earned benefit to family caregivers of veterans with 
service-connected injuries or illnesses, especially for 
brain-injured veterans. 
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The VA system must continue to improve access to spe- 
cialized services for veterans with mental illness, post- 
traumatic stress disorder, and substance-use disorders 
commensurate with their prevalence and must ensure that 
recovery from mental illness, with all its positive benefits, 
becomes VA’s guiding beacon. 

VA should initiate surveys and other research to assess 
the variety of barriers to VA care for veterans of Opera- 
tions Enduring and Iraqi Freedom, with special emphasis 
on reservists and guardsmen returning to veteran status 
after combat deployments, rural and remote veterans, and 
women veterans. These surveys should assess barriers 
among all OEF/OIF veterans — not only the subset who 
actually enroll or otherwise contact VA for health care or 
other services. 

The DOD and VA must increase the number of providers 
who are trained and certified to deliver evidenced-based 
care for postcombat PTSD and major depression. 

The DOD and VA should increase outreach efforts to in- 
clude Internet options and amend current policies to en- 
courage service members and veterans to seek the care 
they need without fear of stigma. 

VA should promote and expand programs for the care 
and treatment of the unique needs of women veterans 
with a focus on women who have served in OEF/OIF. 

The DOD and VA should align policies and procedures to 
maximize information sharing while protecting the pri- 
vacy and confidentiality of service members’ and veter- 
ans’ health records. 

The DOD should declassify information on military oc- 
cupational exposures, especially those experienced dur- 
ing combat deployments. The DOD should immediately 
release data on blast events and injuries that could result 
in TBI. 

The President and Congress should sufficiently fund 
DOD and VA health-care systems to ensure these systems 
adapt to meet the unique needs of the newest generation 
of combat service personnel and veterans and continue 
to address the needs of previous generations of veterans 
with PTSD and other combat-related postdeployment 
mental health challenges. 
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ACCESS ISSUES 

Timely Access to VA Health Care: 

The Veterans Health Administration (VHA) needs to improve data systems that record and manage 
waiting lists for VA primary care and improve availability of some clinical programs to minimize 
unnecessary delay in scheduling specialty VA health care. 


I n 1996, Congress passed the Veterans’ Health Care 
Eligibility Reform Act of 1996, Public Law 104-262, 
which changed eligibility requirements and the way 
health care was provided to veterans. As a result of this 
landmark legislation and a number of other factors, 
greater numbers of veterans chose to access the VA 
health-care system. The shift allowed VA to close thou- 
sands of unnecessary hospital beds while establishing 
new facilities called community-based outpatient clin- 
ics to provide greater numbers of veterans with more 
convenient access to care. VA outreach, through its 
Veterans Integrated Service Networks, encouraged vet- 
erans to enroll in a reformed VA health-care system. 
As a result, millions of veterans enrolled in VA health 
care for the first time in their lives. A decade later, VA 
health care has become a remarkable success story. 

In 2002, VA placed a moratorium on its facilities’ mar- 
keting and outreach activities to veterans and deter- 
mined there was a need to give the most severely 
service-connected disabled veterans a special priority 
for care. This was necessitated by VA’s realization that 
demand was seriously outpacing available funding and 
other resources and that service-connected veterans 


were being pushed aside rather than being VA’s highest 
priority. At its zenith, in the summer of 2002, VA re- 
ported that 310,000 veterans were waiting at least six 
months for their first appointment for primary care. 
On January 17, 2003, the VA Secretary announced a 
“temporary” exclusion from enrollment of veterans 
whose income exceeded geographically determined 
thresholds and who were not enrolled before that date. 
This decision denied health-care access to 164,000 so- 
called “priority group 8” veterans in the first year 
alone. Since 2003, VA notes that more than 400,000 
priority group 8 veterans had sought access to VA 
health care but were denied. 

According to the Agency for Healthcare Research and 
Quality, access is a measure of patients’ ability to seek 
and receive care with the provider of their choice, at 
the time they choose, regardless of the reason for their 
visit. Access to medical care depends greatly on 
whether the VA health-care system has the capacity to 
meet the demand. The time to “third next available” 
appointment is the preferred measure of capacity and 
is used to determine how long patients have to wait for 
an appointment. The third appointment is featured be- 
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cause the first and second appointments may reflect 
openings created by patients canceling appointments, 
working patients into the schedule, or other events, and 
this does not accurately measure true accessibility. 70 

Several years ago, in an attempt to better manage pa- 
tient access to care, VA began a process of reengineer- 
ing its clinic patient flow through the “Advanced Clinic 
Access Initiative” developed by the Institute for Health- 
care Improvement (IHI). The strategy emphasizes man- 
aging demand in order to improve patient flow and 
thus access to services. The core principle of Advanced 
Clinic Access is that patients calling to schedule a 
physician visit are offered an appointment the same 
day. Notably, Advanced Clinic Access is not sustain- 
able if patient demand for appointments is perma- 
nently greater than physician capacity to offer 
appointments. Three key concepts supported by 10 el- 
ements of advanced access are important in its appli- 
cation: shape the demand (work down the backlog, 
increasing system ability to reduce demand); match 
supply and demand (understand supply and demand, 
reduce appointment types, plan for contingencies); and 
redesign the system to increase supply (manage the 
constraint; optimize the care team; synchronize patient, 
provider, and information; predict and anticipate pa- 
tient needs at time of appointment; and optimize rooms 
and equipment). 

More specifically, the IHI principles identify “bottle- 
necks,” such as limited clinical staff, care space, cleri- 
cal staff, and equipment) in order to ensure that the 
process was optimally efficient. One important element 
of the IHI strategy is to allow patients to always see 
the same care provider. This allows a personal rela- 
tionship to develop between the patient and provider, 
thus dispensing with the need to repeat medical back- 
ground at each visit. The strategy apparently yielded 
good results in reducing waiting times; however, ques- 
tions remain about the accuracy of data collected to 
confirm these reductions. Moreover, although these 
principles are powerful, they are counter to deeply held 
beliefs and established practices in health-care organi- 
zations. Accordingly, adopting these principles requires 
strong leadership investment and support. 

To assess its success in reducing waiting times, the 
VHA used scheduling software developed in the 1970s, 
supplemented by electronic waiting lists. Initially, the 
VHA produced data for six monitored clinic stops na- 
tionwide (primary care, urology, cardiology, audiology, 
orthopedics, and ophthalmology) that demonstrated 


steady declines in waiting times. Today the Veterans 
Health Information Systems and Technology Architec- 
ture (VistA) collects waiting time data from 50 high- 
volume clinic stops throughout the system. Since FY 
2002, the VHA has measured waiting times for pri- 
mary and specialty care separately. 

Over time, new functionality and enhancements were 
made to scheduling software. 71 The VHA maintains a 
number of reports to track and manage outpatient 
waiting times under three major categories: Missed 
Opportunities Report, which includes cancellations 
and no-shows; Completed Appointments Report; and 
the Electronic Waiting List Report. VA’s FY 2007 Per- 
formance and Accountability Report 72 contains key 
performance measures to track its progress in accom- 
plishing its overall mission. Under VA’s third strategic 
goal, VA measures the percentage of primary and spe- 
cialty care appointments scheduled within 30 days of 
a patient’s desired date with a target of 96 and 95 per- 
cent, respectively. 

However, the IHI recommends utilizing four outcomes 
measured in concert with Advanced Access: (1) third 
next available appointment; (2) future capacity (used 
for primary care only), the percentage of appointment 
slots that are open and available for booking patients 
over the next four weeks; (3) office visit cycle time, the 
amount of time in minutes that a patient spends at an 
office visit where the cycle begins at the time of arrival 
and ends when the patient leaves the office; and (4) 
percentage of no-show appointments. Of these four 
measures the VHA is measuring and reporting sys- 
temwide the percentage of no-show appointments 
through its “Missed Opportunities Report.” Also, the 
VHA is tracking the third next available appointment 
but not publicly reporting it, which would foster con- 
sistency and allow performance comparison using ex- 
ternal benchmarks. 

There is a lot of truth to the old adage, “You can’t im- 
prove what you can’t measure.” Furthermore, the qual- 
ity of resulting data can influence the ability to 
improve. Unfortunately, the data the VHA utilizes to 
report to the public remain suspect as the Department 
has repeatedly failed to ensure that established proto- 
cols for scheduling appointments are followed. VA Of- 
fice of Inspector General (OIG) reports in 2005, 2007, 
and 2008 found reported outpatient waiting times to 
be unreliable because of data integrity concerns asso- 
ciated with VHA’s scheduling system. The September 
2007 report “Audit of the Veterans Health Adminis- 
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tration’s Outpatient Waiting Times” challenges VA’s as- 
sertion that in FY 2006, 96 percent of all veterans seek- 
ing primary care and 95 percent of all veterans seeking 
specialty care were seen within 30 days of their desired 
appointment time. The VHA claimed even better re- 
sults for FY 2007 and 2008: 97.2 and 98.7 percent of 
primary care, and 95 and 97.5 percent of specialty care 
patients, respectively, fall within the 30-day time frame. 

The OIG is particularly concerned that the VHA has 
repeatedly failed to accurately document the “desired 
date” — the baseline of calculating a “waiting time” — 
for an appointment. The discrepancies found by the 
OIG between requested appointment times docu- 
mented in medical records and in the databases, and 
incomplete waiting lists are attributed to patient pref- 
erence or the scheduler’s use of inappropriate schedul- 
ing procedures. This occurs despite the explicit policy 
prescribed by VHA Directive 2006-055 for schedulers 
to maintain documentation for every patient who re- 
quests a specific appointment date that is different than 
the date specified by the provider in the medical 
records. Specifically, the scheduler should annotate 
why the date was used in the “Other Info” section in 
the VistA scheduling package. This discrepancy of un- 
supported documentation to validate the “desired 
date” led the OIG to report that the VHA waiting 
times are significantly understated. 

The VHA non-concurred with the 2007 findings due to 
disagreements with the OIG’s methodology and con- 
sequently contracted with Booz Allen Hamilton in De- 
cember 2007 to perform a thorough analysis and 
assessment of its scheduling and wait times reporting 
system. Its analysis revealed what was peripherally dis- 
cussed during the December 12, 2007, joint hearing 
before the House Committee on Veterans’ Affairs Sub- 
committee on Health and Oversight and Investigation 
on Outpatient Waiting Times. Specifically, due to 
VHA’s archaic scheduling software and its cumbersome 
administration, Booz Allen Hamilton found VHA’s 
measurement of outpatient care waiting times, “not 
sufficiently accurate for public reporting on system- 
wide performance.” 73 

Since the first Independent Budget issue article in 2002, 
The Independent Budget veterans service organizations 
(IBVSOS) have consistently recommended that the 
VHA “identify and immediately correct the underly- 
ing problems that have contributed to intolerable clinic 
waiting times for routine and specialty care for veter- 
ans nationwide.” Starting at its zenith in 2002 when 


more than 310,000 veterans were waiting six months 
or more for care, 74 to a high in January 2008 of 
109,970 veterans waiting more than 30 days to be 
seen, the VHA’s measurement system for outpatient 
waiting times has always lacked credibility. 

The IBVSOs believe the VHA has made tremendous ef- 
fort to significantly reduce waiting times over the last 
several years and is in the forefront by even attempting 
to measure clinical waiting times for such a vast health- 
care enterprise, whereas most providers only use prox- 
ies, such as patient satisfaction or clinicians’ estimates, 
to determine patient dissatisfaction and adverse clini- 
cal outcomes affecting quality of care. However, the 
VHA both developed its own measures and compared 
itself to no one else but itself, which weakens external 
perceptions regarding quality of care. Further, the IB- 
VSOs and VA’s OIG have raised questions about the 
validity of the VHA’s reportable data, one of which 
concerns the metrics used that have been redefined over 
the years. 

The IBVSOs believe VHA made a progressive step for- 
ward having contracted Booz Allen Hamilton to con- 
duct an independent review of its scheduling process 
and metrics. The report made 52 strategic recommen- 
dations (including 9 regarding measurement) to im- 
prove the timeliness of care, supported by 78 action 
items that describe intermediate steps to achieve the 
goals articulated by the major recommendations. We 
disagree with some but agree with many of these rec- 
ommendations. For example, we disagree with the re- 
port’s recommendation for VA to discontinue the 
measurement of follow-up wait times for established 
patients citing the “desired date” of an appointment to 
be the main culprit (as indicated by VA’s OIG reports) 
and aggravated by lack of compliance despite training 
efforts. Another reason for the recommendation is that 
“patient panels effectively match supply to demand, 
making delays less likely.” 

First and foremost, the OIG report highlighting weak- 
nesses in VA data due to the ambiguity of the “desired 
date” included recommendations 75 that the VHA has 
yet to complete, which address, among other things, 
training, compliance, monitoring, and oversight of use 
of correct procedures. Regarding the basis for the rec- 
ommendation about patient panel size meeting the de- 
mand, the IBVSOs believe if capacity indeed matches 
the demand, making delays less likely, the monthly av- 
erage number of patients waiting longer than 30 days 
would not exceed 76,000. Moreover, as indicated 
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above, access is a measure of the patients’ ability to 
seek and receive care with the provider of their choice, 
at the time they choose, regardless of the reason for 
their visit, such as a routine follow-up. 

The VHA has indicated it will eventually address all 
the recommendations of the Booz Allen Hamilton re- 
port. In the short-term, only 7 of the 52 strategic rec- 
ommendations and 3 of the 72 action items will be 
implemented. 76 Notably, despite numerous questions 
raised regarding the validity of VHA’s data, the report 
only makes nine major recommendations for modify- 
ing and improving the measurement and reporting of 
care timeliness. Further, of the seven strategic recom- 
mendations to be implemented by the VHA, only one 
will address the future measurement of the timeliness 
of care. 

Equally disturbing is that despite the OIG’s assertion 
that VA’s data for calculating the percentage are sus- 
pect, 77,78 VA continues to report that there are no data 
limitations. 79 Compounding the issue further, two more 
key measures were added in FY 2008 that also use the 
same questionable data. Moreover, one of the new 
measures by design would depress actual waiting times 
by calculating only the longest wait time even if the pa- 
tient has multiple appointments. 80 

The concern of the veteran community remains unmet, 
having identified such barriers as inadequate funding, 
unaddressed infrastructure capacity, limited human 
capital, poor communication with stakeholders and 
veteran patients, archaic technology, and unmanage- 
able business processes. The IBVSOs believe timely ac- 
cess is the VHA health-care system’s capacity to 
provide health care quickly after a need is recognized 
and is crucial to the quality of care delivered. Preva- 
lent delays for appointments result in patient dissatis- 
faction, higher costs, and possible adverse clinical 
consequences. 81 As the Institute of Medicine identified 
“timeliness” as one of the six key “aims for improve- 
ment” in its major report on quality of health care, 82 
we believe the VHA must take a more aggressive stance 
than currently to ensure veterans are receiving timely 
access to care. The VHA must make external compar- 
isons to measuring its success because the perception of 
VHA’s quality is important to its very existence. 


Recommendations: 

The Veterans Health Administration should make ex- 
ternal comparisons to measuring its performance in 
providing timely access to care. 

The VHA should fully implement complementary as- 
pects of the Institute for Healthcare Improvement’s Ad- 
vanced Clinic Access principles and measures for 
primary and specialty care to maximize productivity 
of clinical care resources by identifying additional high- 
volume clinics that could benefit. 

VA should consider implementing complementary rec- 
ommendations contained in the Booz Allen Hamilton 
“Patient Scheduling and Waiting Times Measurement 
Improvement Study.” 

The VHA should certify the validity and quality of 
waiting time data from its 50 high- volume clinics to 
measure performance of networks and facilities. 

The VHA should complete implementation of the eight 
recommendations for corrective action in the July 8, 
2005, report by VA’s Office of Inspector General. 

VA must ensure that schedulers receive adequate annual 
training on scheduling policies and practices in accor- 
dance with the Inspector General’s recommendations. 
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Community-Based Outpatient Clinics: 

While The Independent Budget veterans service organizations (IBVSOs) support VA-operated 
community-based outpatient clinics (CBOCs), if the Department of Veterans Affairs finds 
it necessary to contract for CBOC operations, these contracts should be consolidated 
at either the medical center or network level. 


V eterans Health Administration (VHA) community- 
based outpatient clinics provide a VHA presence 
in the communities where veterans live. These free- 
standing clinics are an integral part of the host VA med- 
ical center (VAMC) of which they are a part, whether 
staffed by VA employees or those of a contractor. Since 
first authorized, CBOCs have expanded in number and 
in services offered. As of the third quarter of FY 2008, 
VA was operating 745 CBOCs with plans to establish 
44 new ones in 21 states. Of that number, 353 CBOCs 
are doing real-time video conferencing (predominantly 
telemental health), while 130 CBOCs are performing 
teleretinal imaging, which greatly enhances patient care 
and drastically cuts down on patient travel. The IBV- 
SOs applaud the VHA for improving veterans’ access to 
quality care. 

Although the IBVSOs applaud the VHA’s intention to 
spread primary and limited specialty care access for vet- 
erans to more areas, enabling additional veterans access 
to a convenient VA primary care resource, we urge that 
the business plan guiding these decisions generally first 
emphasize the option of VA-operated and staffed facili- 
ties. When geographic or financial conditions warrant 
(e.g., rural, scarceness, remoteness, etc.), we do not op- 
pose the award of contracts for CBOC operations or 
leased facilities, but we do not support the general notion 
that VA should rely heavily or primarily on contract 
CBOC providers to provide providing care to veterans. 

While all CBOCs provide similar capabilities and services 
to veterans, each serves as an extension of a particular 
VA medical center. Therefore, each VAMC establishes its 
own clinical requirements for its CBOCs, based on the 
VAMC’s capabilities and community-based needs. 

Regarding the contracted CBOCs, this growth has 
been achieved primarily through separate solicitations 
and multiple contracts, often with different perform- 
ance measures and pricing models within an individual 
catchment area. The result is a more complex, less ef- 
ficient contract administration structure, creating extra 
work for already overburdened contracting officials 
and delivering an uneven benefit to those veterans who 
access those CBOCs for their primary care. 


As the need for veterans’ health-care access continues 
to grow, the ability to address those needs in an effi- 
cient, effective, and consistent manner also will grow. 
As many organizations, including VA, have already re- 
alized, consolidation of contracts at the medical center 
or network levels is one strategy that can create effi- 
ciencies and improve performance. Consolidating VA 
CBOC contracts would offer many benefits to both VA 
and the veterans its serves, offering VA a way to stan- 
dardize the health-care benefits to veterans served by 
individual VAMCs and providing greater efficiencies 
and cost savings to help meet the ever-increasing 
health-care needs of veterans in both rural or under- 
served areas and areas not directly served by a VA med- 
ical facility. 

Specific benefits of consolidated CBOC contracting 
include the following: 

• Greater continuity of care and uniformity of ben- 
efit. Because a single contractor would operate 
these consolidated CBOCs, similar practices and 
procedures would be utilized at each CBOC and, 
in some cases, even the same providers. This con- 
sistent treatment would help to provide veterans 
with greater continuity of care and ensure all vet- 
erans served by a specific VAMC would receive the 
same health benefit options in all contracted 
CBOCs serving their VAMC. 

• Simplified contract administration and oversight. 
Contracting officers spend much of their time deal- 
ing with multiple contracts and different points of 
contact for each contracted CBOC. Under a con- 
solidated approach, VA would have a single con- 
tract and a single point of contact to handle all 
issues related to multiple (two to four) CBOCs in 
a defined area. 

• More efficient contracts. A consolidated approach 
to CBOC contracting would minimize duplication 
of resources and services, driving contract effi- 
ciencies. Consolidation would enable the contrac- 
tor to share appropriate resources across multiple 
CBOCs. For example, the contractor could use a 
regional registered nurse (RN) supervisor to pro- 
vide oversight of each CBOC instead of having an 
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individual RN manager at each separate location, 
or the contractor could hire floating providers or 
staff to address surge or backfill requirements. 

• Easier access. In times of heavy volume, the CBOC 
could move staff from one location to another to 
address the need most efficiently. 

• Consistent, uniform services. Having a single con- 
tractor operate multiple CBOCs would result in 
consistent policies and procedures at each location, 
which can conform to the policies and procedures 
of VA-run CBOCs within the same VAMC. 

• Procurement efficiencies. Many Veterans Inte- 
grated Service Networks have well more than 20 
CBOCs, which translates to several under each 
VAMC. In most cases, there is a separate procure- 
ment and contract for each CBOC. This process 
limits the opportunity to benefit from efficiencies 
from both an operations and a contracting per- 
spective. Depending on the number of CBOCs as- 
sociated with a VAMC, significant efficiencies 
would be realized by combining these procure- 
ments into a single request for proposals. 

• Consolidated training on VA programs and proce- 
dures, including use of Veterans Health Informa- 
tion Systems and Technology Architecture (VistA). 
Under a consolidated model, post-award training 
and such tasks as VistA training could be com- 
pleted for all sites in one catchment area on a sin- 
gle day, rather than VA having to conduct separate 
training sessions for each new CBOC. 

• Standardized CBOC reporting. Reporting requests, 
both from VA and the contractor, could be stan- 
dardized for the region, making it easier for VA to 
review the reports and to track performance at 
each CBOC. 

• Mental health providers. By using a consolidated 
model, each CBOC could have a licensed clinical 
social worker, with a regional psychiatrist who 
travels from CBOC to CBOC for oversight and 
pharmaceutical prescribing. Using one psychiatrist 
would offer consistency to the mental health model 
for each VA medical center. 

Additionally, VA still needs to increase access to care in 

underserved geographic areas. With ever-growing de- 
mand for health-care services in rural areas, particu- 
larly as the result of the redeployment of so many 


National Guard and Reserve service members, CBOCs 
will have to be a critical component to VA’s meeting 
this demand. VA can also further explore sharing ini- 
tiatives with Department of Defense health-care facili- 
ties and coordinating services with other health-care 
providers. 

The IBVSOs also remain concerned that many CBOCs 
do not comply with Section 504 of the Rehabilitation 
Act, regarding physical accessibility to medical clinics. 
This is a common complaint among veterans who re- 
ceive their care in VA CBOCs. In some cases, severely 
disabled veterans are completely unable to access basic 
services in the CBOCs because of this problem. VA 
needs to take more active steps to overcome this bar- 
rier to access, both in its own CBOCs and in those for 
which VA contracts. 


Recommendations: 

The Veterans Health Administration should consider 
consolidating contracted community- based outpatient 
clinics at the VA medical center or network levels. This 
would ensure consistent requirements, pricing, and per- 
formance measurements, along with simplified con- 
tract administration. Aggregating CBOC contracting 
would allow VAMCs and the VHA to derive increased 
efficiencies within the CBOC program while simulta- 
neously furthering VHA efforts to ensure clinical ex- 
cellence in contracted CBOCs. Moreover, this 
approach would deliver a number of benefits to veter- 
ans including enhanced access, greater continuity of 
care, and a more standardized primary care benefit. 

The VHA must ensure that CBOCs are staffed by clin- 
ically appropriate providers capable of meeting the 
needs of veterans. 

The VHA must develop and use clinically specific referral 
protocols to guide patient management in cases in which 
a patient’s condition calls for expertise or equipment not 
available at the facility at which the need is recognized. 

The VHA must ensure that all CBOCs fully meet the 
accessibility standards set forth in Section 504 of the 
Rehabilitation Act. 
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Veterans’ Rural Health Care: 

The Department of Veterans Affairs should continue to improve access to VA health-care 
services for veterans living in rural areas, without diminishing existing internal VA 
health-care capacities to provide specialized services. 


T he Independent Budget veteran service organizations 
(IBVSOs) believe that after serving their country vet- 
erans should not experience neglect of their health-care 
needs by VA because they live in rural and remote areas far 
from major VA health-care facilities. In the previous year’s 
Independent Budget, we detailed pertinent findings deal- 
ing with rural health care, disparities in health, rural vet- 
erans in general, and the circumstances of newly returning 
rural service members from Operations Enduring and 
Iraqi Freedom (OEF/OIF). Those conditions remain rela- 
tively unchanged: 

• Rural Americans face a unique combination of fac- 
tors that create disparities in health care not found in 
urban areas. Only 10 percent of physicians practice 
in rural areas despite the fact that one-fourth of the 
U.S. population lives in these areas. State offices of 
rural health identify access to mental health care and 
concerns for stress, depression, suicide, and anxiety 
disorders as major rural health concerns. 83 
• Inadequate access to care, limited availability of skilled 
care providers, and stigma in seeking mental health 
care are particularly pronounced among residents of 
rural areas. 84 The smaller, poorer, and more isolated a 
rural community is, the more difficult it is to ensure the 
availability of high-quality health services. 85 
• Nearly 22 percent of our elderly live in rural areas; 
rural elderly represent a larger proportion of the rural 
population than the urban population. As the elderly 
population grows, so do the demands on the acute 
care and long-term-care systems. In rural areas some 
7.3 million people need long-term-care services, ac- 
counting for one in five of those who need long-term 
care. 86 

Given these general conditions of scarcity of resources it is 
not surprising or unusual, with respect to those serving in 
the U.S. military and to veterans, that — 

• There are disparities and differences in health status 
between rural and urban veterans. According to the 
VA’s Health Services Research and Development of- 
fice, comparisons between rural and urban veterans 
show that rural veterans “have worse physical and 
mental health related to quality of life scores. 
Rural/Urban differences within some VISNs [Veter- 


ans Integrated Service Networks] and U.S. Census re- 
gions are substantial.” 

• More than 44 percent of military recruits, and those 
serving in Iraq and Afghanistan, come from rural areas. 

• More than 44,000 service members have been evac- 
uated from Iraq and Afghanistan as a result of 
wounds, injuries, or illness, and tens of thousands 
have reported readjustment or mental health chal- 
lenges following deployment. 

• Thirty-six percent of all rural veterans who turn to 
VA for their health care have a service-connected dis- 
ability for which they receive VA compensation. 

• Among all VA health-care users, 40.1 percent (nearly 
2 million) reside in rural areas, including 79,500 from 
“highly rural” areas as defined by VA. 

Currently VA operates 153 hospitals and more than 750 
community-based outpatient clinics (CBOCs). In June 
2008, VA announced plans to activate 44 additional 
CBOCs during FY 2009. VA staffs 540 clinics, and the re- 
mainder of these CBOCs are managed by contractors. At 
least 333 of VA’s CBOCs are located in rural or highly 
rural areas as defined by VA. In addition, VA is expand- 
ing its capability to serve rural veterans by establishing 
rural outreach clinics. Currently 12 VA outreach clinics 
are operational, and more are planned. 

In August 2008, VA announced the establishment of 
three “Rural Health Resource Centers” for the purpose 
of improving understanding of rural veterans’ health is- 
sues; identifying their disparities in health care; formu- 
lating practices or programs to enhance the delivery of 
care; and developing special practices and products for 
implementation VA systemwide. According to VA these 
centers will serve as satellite offices for VA’s Office of 
Rural Health. They are sited in VA medical centers in 
White River Junction, Vermont; Iowa City, Iowa; and 
Salt Lake City. 

In the FY 2009 appropriations act, Congress provided VA 
additional funding to increase the beneficiary travel 
mileage reimbursement allowance authorized under sec- 
tion 111 of title 38, United States Code, and intended to 
benefit certain service-connected and poor veterans as an 
access aid to VA health care. VA recently announced it has 
issued this higher rate, at 41.5 cents per mile. While we 
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appreciate this development and applaud both Congress 
and the VA for raising the rate considerably, 41.5 cents 
per mile is still significantly below the actual cost of travel 
by private conveyance, and provides only limited relief to 
those who have no choice but to travel long distances by 
automobile for VA health care. 

The IBVSOs understand that VA’s intended strategic di- 
rection in rural care is of necessity to enhance noninsti- 
tutional care solutions. VA provides home-based primary 
care as well as other home-based programs and is using 
telemedicine and telemental health — but on a limited 
basis in our judgment — to reach into veterans’ homes 
and community clinics, including Native American tribal 
clinics. Expansion of telehealth would allow VA to di- 
rectly evaluate and follow veterans without their needing 
to personally travel great distances to VA medical cen- 
ters. VA has reported it has also begun to use a special In- 
ternet site providing information to veterans in their own 
homes, including up-to-date research information, access 
to their health records, and online ability to refill pre- 
scription medication. The IBVSOs believe that the use of 
technology, including the World Wide Web, telecommu- 
nications, and telemetry, offer VA a great but still unful- 
filled opportunity to improve rural veterans’ access to VA 
care and services. We urge VA management, through the 
VISNs, the Office of Patient Care Services, the Office of 
Rural Health (ORH), and other appropriate entities, to 
pursue additional ways of using technology to reach and 
care for rural veterans. 

As described by VA, the mission of the ORH is to develop 
policies and identify and disseminate best practices and 
innovations to improve health-care services to veterans 
who reside in rural areas. VA maintains that the office is 
accomplishing this by coordinating delivery of current 
services to ensure the needs of rural veterans are being 
considered. VA also attests that the ORH will conduct, 
coordinate, promote, and disseminate research on issues 
important to improving health care for rural veterans. 
With confirmation of these stated commitments and goals 
the IBVSOs believe the Veterans Health Administration 
(VHA) would be beginning to incorporate the unique 
needs of rural veterans as new VA health-care programs 
are conceived and implemented; however, the ORH is a 
relatively new function within the VA Central Office 
(VACO), and it is only at the threshold of tangible effec- 
tiveness, with many challenges remaining. Given the lofty 
goals, we are concerned about the organizational place- 
ment of the ORH within the VHA Office of Policy and 
Planning rather than closer to the operational arm of the 
VA system. Having to traverse the multiple layers of the 


VHA’s bureaucratic structure could frustrate, delay, or 
even cancel initiatives established by this staff office. Rural 
veterans’ interests would be better served if the ORH were 
elevated to a more appropriate management level in 
VACO, with staff augmentation commensurate with these 
stated goals and plans. 

The VHA has established VA rural care designees in all 
its VISNs to serve as points of contact and liaisons with 
the ORH. While the IBVSOs appreciate that the VHA 
designated the liaison positions within the VISNs, we re- 
main concerned that they serve these purposes only on a 
part-time basis, along with other duties as assigned. We 
believe rural veterans’ needs, particularly those of the 
newest war veteran generation, are sufficiently crucial 
and challenging to deserve full-time attention and tai- 
lored programs. Therefore, in consideration of other rec- 
ommendations dealing with rural veterans’ needs put 
forward in this Independent Budget, we urge VA to es- 
tablish at least one full-time rural liaison position in each 
VISN and more if appropriate, with the exception of 
VISN 3 (urban New York City). 

Without question, section 213 of Public Law 109-461 
could be a significant element in meeting the health-care 
needs of veterans living in rural areas, especially those who 
have served in Afghanistan and Iraq. Among its features, 
the law requires VA to conduct an extensive outreach pro- 
gram for veterans who reside in rural and remote areas. In 
that connection, VA is required to collaborate with em- 
ployers, state agencies, community health centers, rural 
health clinics, Critical Access Hospitals (as designated by 
Medicare), and local units of the National Guard to ensure 
that returning veterans and Guard/Reserve members, after 
completing their deployments, can have ready access to 
the VA health benefits they have earned by that service. 
Given this mandate is more than two years old, the IBV- 
SOs urge VA’s Office of Intergovernmental Affairs to move 
forward aggressively on this outreach effort — and that any 
outreach under this authorization be closely coordinated 
with VA’s ORH to avoid duplication and to maintain con- 
sonance with VA’s overall policy on rural health care. To 
be fully responsive to this mandate, VA should report to 
Congress the degree of its success in conducting effective 
outreach and the result of its efforts in public-private and 
intergovernmental coordination to help rural veterans. 

Stimulated by concerns about the health status of 
OEF/OIF veterans, several legislative proposals were in- 
troduced during the 110th Congress to provide rural vet- 
erans more access to VA-sponsored care, but exclusively 
through private providers. One such proposal, an 
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amended form of H.R. 1527, was enacted as a demon- 
stration project in Public Law 110-387, the Veterans’ 
Mental Health and Other Care Improvements Act of 
2008. The act directs the Secretary of Veterans Affairs to 
conduct a three-year pilot program under which a highly 
rural veteran who is enrolled in the system of patient en- 
rollment of the Department of Veterans Affairs and who 
resides within a designated area of a participating VISN 
may elect to receive covered health services through a 
non-VA health-care provider at VA expense. The act de- 
fines a “highly rural veteran” as one who (1) resides 
more than 60 miles from the nearest VA facility provid- 
ing primary care services, more than 120 miles from a 
VA facility providing acute hospital care, or more than 
240 miles from a VA facility providing tertiary care (de- 
pending on which services a veteran needs); or (2) oth- 
erwise experiences such hardships or other difficulties 
in travel to the nearest appropriate VA facility that such 
travel is not in the best interest of the veteran. During the 
three-year demonstration period the act requires an an- 
nual program assessment report by the Secretary to the 
Committees on Veterans’ Affairs, to include recommen- 
dations for continuing the program. 

While we applaud the sponsors’ intentions, measures such 
as this one could result in unintended consequences for 
VA, unless carefully administered. Chief among these is 
the diminution of established quality, safety, and conti- 
nuity of VA care for rural and highly rural veterans. It is 
important to note that VA’s specialized health-care pro- 
grams, authorized by Congress and designed expressly to 
meet the specialized needs of combat-wounded and ill vet- 
erans, such as the blind rehabilitation centers, prosthetic 
and sensory aid programs, readjustment counseling, poly- 
trauma and spinal cord injury centers, the centers for war- 
related illnesses, and the national center for 
post-traumatic stress disorder, as well as several others, 
would be irreparably impacted by the loss of veterans 
from those programs. Also, the VA’s medical and pros- 
thetic research program, designed to study and, hopefully, 
cure the ills of injury and disease consequent to military 
service, could lose focus and purpose were service-con- 
nected and other enrolled veterans no longer physically 
present in VA health care. Additionally, title 38, United 
States Code, section 1706(b)(1) requires VA to maintain 
the capacity of its specialized medical programs and not 
let that capacity fall below the level that existed at the 
time when Public Law 104-262 was enacted in 1996. Un- 
fortunately some of that capacity has dwindled. 

We believe VA must maintain a “critical mass” of capital, 
human, and technical resources to promote effective, high- 


quality care for veterans, especially those with sophisti- 
cated health problems such as blindness, amputations, 
spinal cord injury, or chronic mental health problems. Put- 
ting additional budget pressures on this specialized system 
of services without making specific appropriations avail- 
able for new rural VA health-care programs may only ex- 
acerbate the problems currently encountered. 

In light of the escalating costs of health care in the private 
sector, to its credit VA has done a remarkable job of hold- 
ing down costs by effectively managing in-house health 
programs and services for veterans. While some service- 
connected veterans might seek care in the private sector as 
a matter of personal convenience as a result of enactment 
of vouchering and privatization bills, they would lose the 
many safeguards built into the VA system through its pa- 
tient safety program, evidence-based medicine, electronic 
health record, and bar code medication administration. 
These unique VA features culminate in the highest quality 
care available, public or private. Loss of these safeguards, 
ones that are generally not available in private sector sys- 
tems, would equate to diminished oversight and coordi- 
nation of care, and ultimately may result in lower quality 
of care for those who deserve it most. 

As stated elsewhere in this Independent Budget, in gen- 
eral, current law places limits on VA’s ability to contract 
for private health-care services in instances in which VA fa- 
cilities are incapable of providing necessary care to a vet- 
eran; when VA facilities are geographically inaccessible to 
a veteran for necessary care; when medical emergency pre- 
vents a veteran from receiving care in a VA facility; to 
complete an episode of VA care; and for certain specialty 
examinations to assist VA in adjudicating disability claims. 
VA also has authority to contract to obtain the services of 
scarce medical specialists in VA facilities. Beyond these 
limits, there is no general authority in the law (with the 
exception of the new demonstration project described 
above) to support broad-based contracting for the care of 
populations of veterans, whether rural or urban. 

The IBVSOs urge Congress and the VA ORH to closely 
monitor and oversee the development of the new rural 
pilot demonstration project from Public Law 110-387, es- 
pecially to protect against any erosion or diminution of 
VA’s specialized medical programs and to ensure partici- 
pating rural and highly rural veterans receive health-care 
quality that is comparable to that available within the VA 
health-care system. Especially we ask VA in implement- 
ing this demonstration project to develop a series of tai- 
lored programs to provide VA-coordinated rural care (or 
VA-coordinated care through local, state or other federal 
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agencies) in the selected group of rural VISNs, and to pro- 
vide reports to the Committees on Veterans’ Affairs of the 
results of those efforts, including relative costs, quality, 
satisfaction, degree of access improvements, and other ap- 
propriate variables, compared to similar measurements of 
a like group of rural veterans in VA health care. To the 
greatest extent practicable, VA should coordinate these 
demonstrations and pilots with interested health profes- 
sions’ academic affiliates. We recommend the principles 
of our recommendations from the “Contract Care Co- 
ordination” section of this Independent Budget be used 
to guide VA’s approaches in this demonstration and that 
it be closely monitored by VA’s Rural Veterans Advi- 
sory Committee. Further, we believe the ORH should 
be designated the overall coordinator of this demon- 
stration project, in collaboration with other pertinent 
VHA offices and local rural liaison staff in VHA’s rural 
VISNs selected for this demonstration. 

Given that 44 percent of newly returning veterans from 
OEF/OIF live in rural areas, the IBSVOs believe that these 
veterans, too, should have access to specialized services of- 
fered at VA’s Vet Centers. Vet Centers are located in com- 
munities outside the larger VA medical facilities, in easily 
accessible, consumer-oriented facilities highly responsive 
to the needs of local veterans. These centers present the 
primary access points to VA programs and benefits for 
nearly 25 percent of veterans who receive care at the cen- 
ters. This core group of veteran users primarily receives 
readjustment and psychological counseling related to their 
military experiences. Building on the strength of the Vet 
Centers program, VA should establish a pilot program for 
mobile Vet Centers that could help reach veterans in rural 
and highly rural areas where there is no other VA presence. 

Health workforce shortages and recruitment and reten- 
tion of health-care personnel are a key challenge to rural 
veterans’ access to VA care and to the quality of that care. 
The Future of Rural Health report recommended that the 
federal government initiate a renewed, vigorous, and com- 
prehensive effort to enhance the supply of health-care pro- 
fessionals working in rural areas. To this end, VA’s deeper 
involvement in education in the health professions for fu- 
ture rural clinical providers seems appropriate in im- 
proving these situations in rural VA facilities as well as in 
the private sector. Through VA’s existing partnerships with 
103 schools of medicine, almost 28,000 medical residents 
and 16,000 medical students receive some of their train- 
ing in VA facilities every year. In addition, more than 
32,000 associated health sciences students from 1,000 
schools, including future nurses, pharmacists, dentists, au- 
diologists, social workers, psychologists, physical thera- 


pists, optometrists, respiratory therapists, physician as- 
sistants, and nurse practitioners, receive training in VA fa- 
cilities. These relationships of VA facilities to health 
profession schools should be put to work in aiding rural 
VA facilities with their health personnel needs. The VHA 
Office of Academic Affiliations, in conjunction with 
ORH, should develop a specific initiative aimed at taking 
advantage of VA’s affiliations to meet clinical staffing 
needs in rural VA locations. 

VA should examine and establish creative ways to collab- 
orate with ongoing efforts by other agencies to address 
the needs of health care for rural veterans. VA has exe- 
cuted agreements with the Department of Health and 
Human Services (HHS), including the Indian Health Serv- 
ice and the HHS Office of Rural Health Policy, to collab- 
orate in the delivery of health care in rural communities, 
but we believe there are numerous other opportunities for 
collaboration with Native American tribal organizations, 
state public health agencies and facilities, and some pri- 
vate practitioners as well, to enhance access to services for 
veterans. The ORH should pursue these collaborations 
and coordinate VA’s role in participating in them. 

The Independent Budget for FY 2009 expressed the con- 
cern that rural veterans, veterans service organizations, 
and other experts needed a seat at the table to help VA 
consider important program and policy decisions such 
as those described here, ones that would have positive 
effects on veterans who live in rural areas. The IBVSOs 
were disappointed that Public Law 109-461 failed to in- 
clude authorization of a Rural Veterans Advisory Com- 
mittee to help harness the knowledge and expertise of 
representatives from federal agencies, academic affiliates, 
veterans service organizations, and other rural health ex- 
perts to recommend policies to meet the challenges of 
veterans’ rural health care. Therefore, we applaud the 
Secretary of Veterans Affairs for having responded to the 
recommendation in the FY 2009 Independent Budget to 
use VA’s existing authority to establish such a commit- 
tee. That new federal advisory committee has been 
formed and has held its initial meeting. We hold high ex- 
pectations that the new Rural Veterans Advisory Com- 
mittee will be a strong voice of support for many of the 
ideas we have expressed here, in testimony before Con- 
gress, and in previous Independent Budgets. 

The IBVSOs believe VA is working in good faith to ad- 
dress its shortcomings in rural areas but still faces major 
challenges. In the long term its methods and plans offer 
rural and highly rural veterans potentially the best op- 
portunity to obtain quality care to meet their specialized 
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health-care needs. However, we vigorously disagree 
with proposals to privatize, voucher, and contract out 
VA health care for rural veterans on a broad scale be- 
cause such a development would be destructive to the 
integrity of the VA system, a system of immense value 
to veterans and to the IBVSOs. Thus, we remain con- 
cerned about VA’s new statutory mandate to privatize 
services in selected rural VISNs and will closely moni- 
tor those developments. 


Recommendations: 

VA must ensure that the distance veterans travel, as well 
as other hardships they face, be considered in VA’ s poli- 
cies in determining the appropriate location and setting 
for providing direct VA health-care services. 

VA must fully support the right of rural veterans to health 
care and insist that funding for additional rural care and 
outreach be specifically appropriated for this purpose, and 
not be the cause of reduction in highly specialized urban 
and suburban VA medical programs needed for the care 
of sick and disabled veterans. 

The Office of Rural Health should seek and coordinate 
the implementation of novel methods and means of 
communication, including use of the World Wide Web 
and other forms of telecommunication and telemetry, to 
connect rural and highly rural veterans to VA health- 
care facilities, providers, technologies, and therapies, 
including greater access to their personal health 
records, prescription medications, and primary and spe- 
cialty appointments. 

The ORH should be organizationally elevated in VA’s Cen- 
tral Office and be provided staff augmentation commen- 
surate with its responsibilities and goals. 

The Veterans Health Administration should establish at 
least one full-time rural liaison position in each Veterans 
Integrated Service Network, and more if appropriate, with 
the exception of VISN 3 (urban New York City). 

In cognizance of section 213 of Public Law 109-461, VA 
should be required to report to Congress the degree of its 
success in conducting effective outreach and the results of 
its efforts in public-private and intergovernmental coor- 
dination to help rural veterans. 

VA should ensure that mandated outreach efforts in rural 
areas required by Public Law 109-461 be closely coordi- 
nated with the ORH. 


Additional mobile Vet Centers should be established to 
provide outreach and counseling for veterans in rural and 
highly rural areas. 

Through its affiliations with schools of the health profes- 
sions, VA should develop a policy to help supply health 
profession clinical personnel to rural VA facilities and 
practitioners to rural areas in general. The VHA Office of 
Academic Affiliations, in conjunction with the ORH, 
should develop a specific initiative aimed at taking ad- 
vantage of VA’s affiliations to meet clinical staffing needs 
in rural VA locations. 

Recognizing that in areas of particularly sparse veteran 
population and absence of VA facilities, the VA ORH 
should sponsor and establish demonstration projects with 
available providers of mental health and other health-care 
services for enrolled veterans, taking care to observe and 
protect VA’s role as coordinator of care. The projects 
should be reviewed and guided by the Rural Veterans Ad- 
visory Committee. Funding should be made available to 
the ORH to conduct these demonstration and pilot proj- 
ects outside of the Veterans Equitable Resource Alloca- 
tion system, and VA should report the results of these 
projects to the Committees on Veterans’ Affairs. 

At highly rural VA community-based outpatient clinics, 
VA should establish a staff function of rural outreach 
worker to collaborate with rural and frontier non-VA 
providers, to coordinate referral mechanisms to ease re- 
ferrals by private providers to direct VA health care when 
available or VA-authorized care by other agencies. 

Rural outreach workers in VA’s rural CBOCs should re- 
ceive funding and authority to enable them to purchase 
and provide transportation vouchers and other mecha- 
nisms to promote rural veterans’ access to VA health-care 
facilities that are distant to their rural residences. This 
transportaion program should be inaugurated as a pilot 
program in a small number of facilities. If successful as an 
effective access tool for rural and highly rural veterans who 
need access to VA care and services, it should be expanded. 


83 L. Gamm, L. Hutchison, et at, eds. Rural Healthy People 2010: A Companion Doc- 
ument to Healthy People 2010, vol. 2 (College Station, Texas: Texas A&M University 
System health Science Center; School of Rural Public Health, Southwest Rural Health Re- 
search Cento; 2003). 

“President’s New Freedom Commission on Mental Health, “Achieving 
the Promise: Transforming Mental Health Care in America,” July 2003 (www.men- 
talhealthcommission.gov/reports/FinalReport/downloads/downloads.html). 
“Institute of Medicine, NIH, Committee on the Future of Rural Health Care, 
Quality Through Collaboration: The Future of Rural Health (Washington, DC: 
the National Academies Press, 2005). 

“L. Gamm, L. Hutchison, et al., eds. Rural Healthy People 2010: A Companion Doc- 
ument to Healthy People 2010, vol. 3. (College Station, Texas: Texas A&M Univer- 
sity System, Health Science Center; School of Rural Public Health, Southwest Rural 
Health Research Center; 2003). 
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VA’s New Health-Care Facility Leasing Program: 

The Independent Budget veterans service organizations remain skeptical of the VA’s intentions with 
regard to the proposed Health Care Center Facility Leasing Program because it could have 
significant long-term negative impacts on the provision of health care to veterans. 


In the spring of 2008, VA announced a new Health 
Care Center Facility (HCCF) leasing initiative to obvi- 
ate the need for major construction of new and re- 
placement facilities. The rationale for the HCCF 
initiative is that it reflects changes in medical care from 
an inpatient model to an outpatient model. Addition- 
ally, VA admitted to the existing and growing backlog 
of unmet construction requirements that are the result 
of past years’ underfunding for improvements and re- 
placements of VA health-care facilities. This initiative 
has caused deep concern within the veterans’ commu- 
nity and is viewed as a major step in moving VA from 
being a health-care provider to a purchaser of medical 
care for veterans. 

The initial project targeted by the HCCF initiative is 
the replacement hospital slated for construction in Vet- 
erans Integrated Service Network (VISN) 19 at Den- 
ver. This project, identified as a priority under the 
Capital Asset Realignment for Enhanced Services 
(CARES) plan, was in its design phase when abruptly 
halted in early 2008, and an entirely new plan was un- 
veiled in April. The new plan called for the construc- 
tion of a greatly expanded ambulatory care center and 
the leasing of inpatient beds from the University of Col- 
orado Medical Hospital located on the former Fitzsim- 
mons Army Medical Center campus. The proposal was 
put forth without adequate notification of either Con- 
gress or the local veterans’ community and was met 
with strong opposition. 

Subsequent inquiries as to the origins and reasons for 
the revised approach by both members of Congress 
and the veterans’ community have resulted in unsatis- 
factory responses. Assurances that all stakeholders will 
be involved have yet to be fulfilled, leading to contin- 
ued uncertainty and deep concern for the future direc- 
tion of the VA health-care system. VA has revealed that 
an additional 22 locations were considered for the ap- 
plication of leasing rather than construction to main- 
tain needed infrastructure. 


Specific issues continue to remain unresolved to the sat- 
isfaction of veterans, among them: What priority will 
veterans have in access to care in leased facilties? How 
will lines of authority be maintained from the Under 
Secretary of Health through non-VA health-care 
providers and management? What procedures are in 
place for the maintenance of privacy and confidential- 
ity of electronic medical records? How will VA guid- 
ance specified in directives and handbooks be 
implemented, ensuring continuity throughout the 
health-care system? The status of current VA employ- 
ees in locations that may be shifted to leased facilities 
also remains unresolved. 

The announced HCCF initiative is viewed with skepti- 
cism and concern because it appears to replace the es- 
tablished CARES program that was the result of years 
of consideration and study in addressing the future fa- 
cility needs of the VA health-care system. The failure of 
VA to be transparent in developing this future direc- 
tion for the health-care system can only lead to addi- 
tional delays in needed infrastructure replacement and 
modernization. 


Recommendations: 

Congress must exercise its oversight authority in de- 
termining the rationale for the departure from the 
Capital Asset Realignment for Enhanced Services and 
the implementation of the Health Care Center Facility 
initiative. 

Congress must continue to adequately fund needed VA 
construction projects and work to eliminate the exist- 
ing backlog of projects that are the result of previous 
years’ underfunding. 

VA must establish a more transparent and open system 
that involves all stakeholders in addressing future con- 
struction initiatives. 
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Waiver of Health-Care Copayments and Fees for 
Catastrophically Disabled Veterans: 

Veterans in priority group 4 should not be subject to copayments. 

I n the current VA health-care system, priority group short of VA. In most instances, VA is the only, as well 

4 includes veterans who have been catastrophically as the best, resource for a veteran with a catastrophic 

disabled from nonservice-connected causes and who disability; yet these veterans, supposedly placed in a 

have incomes above means-tested levels. Catastrophi- priority enrollment category, have to pay fees and co- 

cally disabled veterans were granted this heightened payments for every service they receive as though they 

priority for VA health-care eligibility in recognition of had no priority at all. This creates great financial hard- 

the unique nature of their circumstances and need for ship on the catastrophically disabled veterans who 

complex, specialized health care. The higher priority 4 need to use far more VA health-care services to a far 

enrollment category also protects these veterans from greater extent than the average VA health-care user, 

being denied access to the system should VA health- The catastrophically disabled most often fall within 

care resources be curtailed and they, under usual cir- lower income brackets among veterans, while incur- 

cumstances, be considered to be in the lower priority ring the highest annual health-care costs. In many in- 
group 8 or priority group 7. stances, fees for medical services equipment and 

supplies can climb to thousands of dollars per year. 

The addition of nonservice-connected catastrophically 

disabled veterans to priority group 4 was in recogni- The hardship endured by a catastrophic injury or dis- 

tion of the distinct needs of these veterans and the VA’s ease is unique and devastating to the veteran and the 

vital role in providing their care. However, access to family who may be responsible for his or her care. At a 

VA services is only part of the answer to providing time when the veteran is in need of specialized assis- 

quality health care to catastrophically disabled veter- tance to regain some independence and quality of life, 

ans. Exempting these veterans from all health-care co- the financial burden of medical bills should be lifted, 

payments and fees completes this quality health-care Any veteran determined by VA to be catastrophically 

equation. Current VA regulation stipulates that cata- disabled and therefore placed in priority group 4 should 

strophically disabled veterans are to be considered pri- be afforded Aid and Attendance benefits to eliminate 

ority 4, for the purpose of enrollment, because of their medical/prescription copayments and should be pro- 

specialized needs; however, they still have to pay all vided assistance with travel for his or her care, 

health-care fees and copayments as though they were 
still in the lower eligibility 
category. 

Catastrophically disabled 
veterans are not casual 
users of VA health-care 
services; they require a 
great deal of care and a 
lifetime of services because 
of the nature of their dis- 
abilities. Private insurers 
do not offer the kind of 
sustaining care for spinal 
cord injuries found in the 
VA system even if the vet- 
eran is employed and has 
access to those services. 

Other federal or state 
health programs fall far 


Financial Income Thresholds for VA Health Care 
Financial Test Year 2008 


Veteran with: 

Free VA prescription 
and travel benefits 

Free VA health care: 

0% and nonservice- 
connected 

Medical expense 
deductible: 5% of 
maximum allowed 
pension rate from 
previous year 

0 dependents 

$ 11,180 

$ 28,429 

$ 559 

1 dependent 

$ 14,642 

$34,117 

$ 732 

2 dependents 

$ 16,551 

$ 36,026 

$ 828 

3 dependents 

$ 18,460 

$ 37,935 

$ 923 

4 dependents 

$ 20,369 

$ 39,844 

$1,019 

For each additional, 
add 

$ 1,909 

$ 1,909 

5% max. allowable 
pension rate 

Medicare deductible 

$ 1,024 

Income & Asset (l&A) 
net worth: $80,000 

l&A net worth: 
$80,000 
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The need for this policy change was recognized in 2008 
with the introduction of H.R. 6445, the Veterans’ 
Health Care Policy Enhancement Act of 2008, a bill 
that would have prohibited the collection of copay- 
ments and other fees from catastrophically disabled 
veterans. This legislation even had the support of the 
Department of Veterans Affairs. However, while the 
House of Representatives overwhelmingly approved 
the measure, the Senate failed to act, leaving these vet- 
erans to continue to bear this financial burden. 

It is certainly a tribute to these individuals to have 
sought gainful employment to support themselves and 
their families despite the nature of their catastrophic 
disabilities. Far too often veterans with such disabilities 
give up opportunities to lead productive lives, falling 
back on low-income veterans’ pensions and other fed- 
eral and state support systems. In so doing, they fall 
within the complete definition of priority group 4 
health-care enrollment and are exempt from all fees 
and copayments. Yet, because of a veteran’s ambition 
and employment, which brings annual income above 
means-test levels, he or she is unduly penalized by ex- 


orbitant fees (see table previous page). The current VA 
regulation that requires catastrophically disabled vet- 
erans to pay all health-care fees and copayments does 
little to reward or provide an incentive for these veter- 
ans to maintain employment and a productive life. 

NOTE: VA health-care debates and arguments for health- 
care rationing decisions consistently refer to veterans 
above the means-test threshold levels as “high-income” 
veterans. The Independent Budget veterans service or- 
ganizations believe it is important to recognize that even 
though some veterans have incomes above means-test 
levels many of these veterans should certainly not be 
considered as “high-income” individuals. 


Recommendation: 

Veterans designated by VA as being catastrophically 
disabled veterans for the purpose of enrollment in 
health-care eligibility priority group 4 should be ex- 
empt from all health-care copayments and fees. 




Non-VA Emergency Services: 

Enrolled veterans are being denied reimbursement for non-VA emergency medical 
services as a result of restrictive eligibility requirements. 


R ecently enacted legislation 87 amended sections 
1725 and 1728 of title 38, United States Code, 
which now requires the Department of Veterans Af- 
fairs to reimburse for emergency treatment of VA pa- 
tients outside VA facilities when these veterans believe 
a delay in seeking care will seriously jeopardize their 
lives or health. In addition, VA’s definition of “emer- 
gency treatment” under both statutes now conforms to 
a term commonly known as the “prudent layperson” 
standard, which has been widely used in the health- 
care industry. 

This long overdue change is intended to reverse VA’s 
current practice of denying payment for emergency 
care to the veteran or emergency care provider based 
on the “prudence” in seeking emergency care. Often- 


times the diagnosis at discharge rather than the admit- 
ting diagnosis is used by VA to judge whether the emer- 
gency treatment provided to the veteran meets the 
“prudent layperson” standard. 

Intended to complete a VA health-care benefits package 
comparable to that of many managed-care plans, Con- 
gress initially directed this benefit at “regular users” of 
VA facilities: Veterans who were enrolled, had used 
some kind of VA care within the past two years, and 
had no other claim to coverage for such care. Congress 
intended, after the veteran has been stabilized, VA to 
follow up with these veterans and transfer them to the 
nearest VA medical facility for any necessary care fol- 
lowing episodes of emergency care. 
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Many veterans have filed claims for reimbursement of 
emergency treatment and for the post-stabilization care 
that is often necessary in the wake of medical emer- 
gencies. However, the strict conditions of eligibility for 
reimbursement have prohibited VA from paying many 
veterans who file claims. Moreover, The Independent 
Budget veterans service organizations (IBVSOs) un- 
derstand that there have also been significant delays in 
VA’s reimbursement of approved claims. Delayed re- 
imbursements can damage veterans’ credit — by defini- 
tion of the eligibility criteria, 88 the veteran is liable for 
these costs — with no means of redress. The IBVSOs be- 
lieve all enrolled veterans should qualify for reim- 
bursement for non-VA emergency care when necessary 
without the caveat of having been seen at VA facilities 
within the past 24 months. 


Recommendations: 

Congress should eliminate the requirement for veter- 
ans to have used VA health-care services within the 
past 24 months to trigger reimbursement of emergency 
treatment claims of enrolled veterans who would oth- 
erwise be eligible. 

Congress should provide oversight on the claims pro- 
cessing for non-VA emergency care reimbursement to 
determine if claims are generally paid timely and if 
rates of denials for such claims are adjudicated similar 
to the claims applicable to the policies of the Centers 
for Medicare and Medicaid Services and other payers 
who operate under “prudent layperson” standards. 


87 P.L. 110-387, Veterans’ Mental Health and Other Care Improvements Act of 
2008, § 402. 

88 38 U.S.C. § 1725(b). 




SPECIALIZED SERVICES 

Prosthetics and Sensory Aids 


Continuation oi^ Centralized Prosthetics Funding: 

Continuation of centralized prosthetics funding is imperative to ensuring that the 
Department of Veterans Affairs meets the specialized needs of veterans with disabilities. 


T he protection of Prosthetics and Sensory Aids Service 
(PSAS) funding by a centralized budget for the PSAS 
continues to have a major positive impact on meeting the 
specialized needs of disabled veterans. The Independent 
Budget veterans service organizations (IBVSOs) applaud 
Veterans Health Administration (VHA) senior leadership 
for remaining focused on the need to ensure that ade- 
quate funding is available, through centralization and 
protection of the PSAS budget, to meet the prosthetics 
needs of veterans with disabilities and is available for cur- 
rent and future expansion of services. 

The IBVSOs fully support the decision to distribute FY 
2009 prosthetics funds to the Veterans Integrated Service 
Networks (VISNs) based on prosthetics fund expendi- 
tures, utilization reporting, and expansion of programs, 


such as surgical implants funding. This decision continues 
to improve the budget reporting process. 

The IBVSOs believe the requirement for increased mana- 
gerial accountability through extensive oversight of the ex- 
penditures of centralized prosthetics funds through data 
entry and collection, validation, and assessment has had 
positive results and should be continued. This requirement 
is being monitored through the work of VHA’s Prosthet- 
ics Resources Utilization Workgroup (PRUW). The PRUW 
is charged with conducting extensive reviews of prosthet- 
ics budget expenditures at all levels, primarily utilizing data 
generated from the National Prosthetics Patients Database 
(NPPD). As a result, many VISN prosthetic representa- 
tives are now aware that proper accounting procedures 
will result in a better distribution of funds. 
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NPPD Expense Costs 

Prosthetic Item 

Total Cost Spent 

Projected Expenditure 



in FY 08 


in FY 09 

Wheelchairs & Access 

$ 

163,217,275 

$ 

182,803,348 

Artificial Legs 

$ 

89,393,059 

$ 

100,120,226 

Artificial Arms 

$ 

6,491,050 

$ 

7,269,976 

Orthosis/Orthotics 

$ 

43,633,076 

$ 

48,869,045 

Shoes/Orthotics 

$ 

34,937,778 

$ 

39,130,311 

Sensori-Neuro Aids 

$ 

218,940,274 

$ 

245,213,106* 

Restorations 

$ 

4,329,151 

$ 

4,848,649 

Oxygen & Respiratory 

$ 

206,505,755 

$ 

231,286,445 

Medical Equip & Supplies 

$ 

203,207,497 

$ 

227,592,396 

Medical Supplies 

$ 

19,588,142 

$ 

21,938,719 

Home Dialysis 

$ 

1,282,400 

$ 

1,436,288 

HISA 

$ 

6,013,390 

$ 

6,734,996 

Surgical Implants 

$ 

387,045,033 

$ 

445,101,787** 

Other Items 

$ 

19,358,422 

$ 

21,681,432 




Total 

$ 1,403,942,302 

$1,584,026,724 

*DALC data now added to NPPD, no longer a separate line item. 
**15% increase since biological implants will be purchased by PSAS 

in FY 2009. 




The IBVSOs support senior VHA officials implement- 
ing and following the proper accounting methods while 
holding all VISNs accountable. We believe continuing 
to follow the proper accounting methods will result in 
an accurate prediction of the prosthetics needs for the 
future. 

FY 2008 expenditures exceeded the projected budget of 
$1.36 billion by $42.6 million. The 2009 proposed 
budget allocation for prosthetics is $1.6 billion. Fund- 
ing allocations for FY 2009 were based primarily on 
FY 2008 NPPD expenditure data, coupled with Denver 
Acquisition and Logistics Center (DALC) billings, and 
other pertinent items, such as expansion of funding for 
the addition of biological implants to the existing pro- 
gram of surgical implants, the Amputation System of 
Care, and advancements in new technology. 

Listed in the table above are NPPD costs in FY 2008 
with projected new and repair equipment costs for FY 
2009. 


Recommendations: 

The Veterans Health Administration must continue to 
nationally centralize and fence all funding for pros- 
thetics and sensory aids. 

Congress must ensure that appropriations are sufficient 
to meet the prosthetics needs of all disabled veterans, 
including the latest advances in technology so that 
funding shortfalls do not compromise other programs. 
The Administration must allocate an adequate portion 
of its appropriations to prosthetics to ensure that the 
prosthetics and sensory aids needs of veterans with dis- 
abilities are appropriately met. 

The VHA should continue to utilize the Prosthetics Re- 
sources Utilization Workgroup to monitor prosthetics 
expenditures and trends. 

The VHA should continue to allocate prosthetics funds 
based on prosthetics expenditure data derived from the 
National Prosthetics Patient Database, as well as pro- 
gram expansion needs. 

VHA senior leadership should continue to hold field 
managers accountable for ensuring that data are prop- 
erly entered into the NPPD. 
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Assessment of “Best Practices” to Improve Quality and 
Accuracy of Prosthetic Prescriptions: 

National contracts for single-source prosthetic devices may potentially lead to 
inappropriate standardization of prosthetic devices. 


T he Independent Budget veterans service organiza- 
tions (IBVSOs) continue to cautiously support Vet- 
erans Health Administration (VHA) efforts to assess 
and develop “best practices” to improve the quality 
and accuracy of prosthetics prescriptions and the qual- 
ity of the devices issued through VHA’s Prosthetics 
Clinical Management Program (PCMP). Our concern 
with the PCMP is that this program could be used as a 
veil to standardize or limit the types of prosthetic de- 
vices that the VHA would issue to veterans. 

The IBVSOs are concerned with the procedures that 
are being used as part of the PCMP process to award 
single-source national contracts for specific prosthetic 
devices, primarily the high compliance rates contained 
in the national contracts. The typical compliance rate, 
or performance goal, in the national contracts awarded 
thus far as a result of the PCMP has been 95 percent. 
This means that for every 100 devices purchased by the 
VHA, 95 are expected to be of the make and model 
covered by the national contract. The remaining 5 per- 
cent consist of similar devices that are purchased “off- 
contract” (this could include devices on federal 
single-source contract, local contract, or no contract at 
all) in order to meet the unique needs of individual vet- 
erans. The problem with such high compliance rates is 
that inappropriate pressure may be placed on clinicians 
to meet these goals due to a counterproductive waiver 
process. As a result, the needs of some individual pa- 
tients may not be properly met. The IBVSOs believe 
national contract awards should be multiple sourced. 
Additionally, compliance rates, if any, should be rea- 
sonable. National contracts need to be designed to 
meet individual patient needs. Extreme target goals or 
compliance rates will most likely be detrimental to vet- 
erans with special needs. The high compliance rates set 
thus far appear arbitrary and lack sufficient clinical 
trial. 

Under VHA Directive 1761.1, prosthetic items in- 
tended for direct patient issuance are exempted from 
VHA standardization efforts because a “one-size-fits- 
all” approach is inappropriate for meeting the medical 
and personal needs of disabled veterans. Yet despite 
this directive, the PCMP process is being used to stan- 


dardize the majority of prosthetic items through the is- 
suance of high compliance rate national contracts. This 
remains a matter of grave concern for the IBVSOs, and 
we remain opposed to the standardization of prosthetic 
devices and sensory aids. 

Significant advances in prosthetics technology will con- 
tinue to dramatically enhance the lives of disabled vet- 
erans. In our view, standardization of the prosthetic 
devices that VA routinely purchases threatens future 
advances. Formulary-type scenarios for standardizing 
prosthetics will likely cause advances in prosthetic tech- 
nologies to stagnate to a considerable degree because 
VA has such a major influence on the market. 

A 2008 VA quality report card identified some dispar- 
ities in services and treatment for women veterans. 
Based on these findings, the IBVSOs believe measures 
should be taken to address the special needs of female 
veterans within all VA programs, including the Pros- 
thetics and Sensory Aids Service (PSAS). We are pleased 
to learn that VA has taken a proactive approach re- 
garding this matter with the formulation of a Pros- 
thetics Women’s Workgroup to address the unique 
needs of our deserving female veterans. 

Another problem with the issuance of prosthetic items 
relates to surgical implants. Although funding through 
the centralized prosthetics account is available for ac- 
tual surgical implants (e.g., left ventricular assist de- 
vice, coronary stints, cochlear implants), the surgical 
costs associated with implanting the devices come from 
local VHA medical facilities. The IBVSOs continue to 
receive reports that some facilities are refusing to 
schedule the implant surgeries or are limiting the num- 
ber of surgeries because of the costs involved. If true, 
the consequences to those veterans would be devastat- 
ing and possibly life threatening. 

Currently, the PSAS must compete with all other in- 
formation technology (IT) requests within the VHA for 
funding. This has resulted in delaying numerous critcal 
IT projects and inadequate funding for the PSAS with 
IT applications and enhancements required to support 
the ever-changing requirements and needs to maintain 
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health information of this special emphasis group. This 
has not improved under the centralization of IT. 


Recommendations: 

The Veterans Health Administration should continue 
the Prosthetics Clinical Management Program pro- 
vided the goals are to improve the quality and accu- 
racy of VA prosthetics prescriptions and the quality of 
the devices issued. 

The VHA must reassess the PCMP to ensure that the 
clinical guidelines produced are not used as means to 
inappropriately standardize or limit the types of pros- 
thetic devices that VA will issue to veterans or other- 
wise place intrusive burdens on veterans. 

The VHA must continue to exempt certain prosthetic 
devices and sensory aids from standardization efforts. 
National contracts must be designed to meet individual 
patient needs, and single-item contracts should be 
awarded to multiple vendors/providers with reasonable 
compliance levels. 

The VHA should ensure that clinicians are allowed to 
prescribe prosthetic devices and sensory aids on the 
basis of patient needs and medical condition, not based 


on costs associated with equipment and services. VHA 
clinicians must be permitted to prescribe devices that 
are “off-contract” without arduous waiver procedures 
or fear of repercussions. 

The VHA should ensure that its prosthetics and sen- 
sory aids policies and procedures, for both clinicians 
and administrators, are consistent with standard prac- 
tices of care and defined services including prescribing, 
ordering, and purchasing items based on patient’s 
needs — not cost considerations. 

The VHA must ensure that new prosthetic technolo- 
gies and devices that are available on the market are 
appropriately and timely issued to veterans. 

The VHA should continue ongoing evaluation of the pur- 
chasing and inventory guidelines necessary to provide 
timely and appropriate appliances for female veterans. 

Congress should investigate any reports of VHA facil- 
ities withholding surgeries for needed surgical implants 
because of cost considerations. 

VA should increase funding for Prosthetics and Sensory 
Aids Service IT systems projects. VA should consider 
dedicating full-time resources to PSAS IT systems to en- 
sure these functions are enhanced in a timely manner. 


A 


Restructuring of Prosthetics Programs: 

The Prosthetics program continues to lack consistent administration of prosthetics services 
throughout the Veterans Health Administration (VHA). 


T he VHA must require all Veterans Integrated Serv- 
ice Networks (VISNs) to adopt consistent opera- 
tional standards in accordance with national 
prosthetics policies. The current organizational struc- 
ture has resulted in the VHA national prosthetics staff 
trying to respond to various local interpretations of VA 
policy. This leads to inconsistent administration of 
prosthetics services throughout the VHA. VISN direc- 
tors and VHA central office staff should be account- 
able for implementing a standardized prosthetics 
program throughout the health-care system. 


To improve communication and consistency, VA must 
ensure that every VISN has a qualified VISN prosthet- 
ics representative (VPR) to be the technical expert re- 
sponsible for ensuring implementation and compliance 
with national goals, objectives, policies, guidelines, and 
regulations on all issues of interpretation of the pros- 
thetics policies, including administration and oversight 
of VHA’s Prosthetics and Orthotics Laboratories. With 
the VPR serving as the main source of direction and 
guidance for implementation and interpretation of 
prosthetics policy and services, prosthetics staff can 
focus on delivering quality care and services. 
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Recommendations 

VA must make certain that Veterans Integrated Service 
Network prosthetics representatives have a direct line of 
authority over all prosthetics’ employees throughout the 
VISN, including all prosthetics and orthotics personnel. 

The Veterans Health Administration should ensure that 
VISN prosthetics representatives do not have collateral 


duties as prosthetics representatives for local VA facil- 
ities within their VISNs. 

The VHA must provide a single VISN budget for pros- 
thetics and ensure that the VPR has control of and re- 
sponsibility for that budget. 

The VHA should set and enforce a five-day notifica- 
tion for a denial of prosthetics requests to the veteran. 




Failure to Develop Future Prosthetics Staff: 

The Veterans Health Administration (VHA) continues to experience a shortage in the number of 
qualified and trained prosthetics staff available to fill current or future vacant positions. 


I n 2004 the VHA developed and requested 12 training 
slots for the National Prosthetics Representative 
Training Program. The program was initiated to ensure 
that prosthetics personnel receive appropriate training 
and experience to carry out their duties. The national 
program provides training for prosthetic representatives 
responsible for management of all prosthetics services 
within their assigned health-care system. With only 12 
training slots in the national program, vacancies within 
the VHA continue to grow. As a result of this ongoing 
shortage, there are Veterans Integrated Service Networks 
(VISNs) that have developed their own prosthetics rep- 
resentative training programs. Although The Independ- 
ent Budget veterans service organizations (IBVSOs) 
support local VISNs conducting prosthetics representa- 
tive training to enhance the quality of health-care serv- 
ices within the VHA system and increase the number of 
qualified applicants, we believe that local VISNs must 
also support and strongly encourage participation in the 
annual National Prosthetics Representative Training 
Conference for a one-week intense prosthetics forum. 
The IBVSOs believe that local VISN prosthetics train- 
ing should be a supplement to and consistent with the 
national training program. 

Additionally, each prosthetics service within the De- 
partment of Veterans Affairs must have trained certi- 
fied professionals that can advise other medical 
professionals on appropriate prescription, building/fab- 
rication, maintenance, and repair of all devices. This is 
extremely important as new programs in polytrauma, 


traumatic brain injury, and amputation system of care 
are implemented in the VHA. 

As the conflicts continue in Afghanistan and Iraq, serv- 
ice members are returning home with complex injuries 
and in need of highly technological prosthetic devices. 
The IBVSOs believe the future strength and viability of 
VA’s prosthetics program depends on the selection of 
high caliber leaders in the Prosthetics and Sensory Aids 
Service. To do otherwise could lead to grave outcomes 
and the inability to understand the complexity of the 
prosthetics needs of veterans. 


Recommendations: 

VA must fully fund and support its National Prosthetics 
Representative Training Program, expanding the pro- 
gram to meet current shortages and future projections, 
with responsibility and accountability assigned to the 
chief consultant for Prosthetics and Sensory Aids. 

VA must establish a full-time national training coordi- 
nator for the PSAS to ensure standardized training and 
development of personnel for all occupations within 
the Prosthetics service line. This will ensure successful 
career path development. 

The Veterans Health Administration must work to in- 
crease the number of training slots in the National Pros- 
thetics Training Program to keep pace with the number of 
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vacancies within the VHA for prosthetics representatives. 
The VHA and its Veterans Integrated Service Network 
directors must ensure that prosthetics departments are 
staffed by certified professional personnel or con- 
tracted staff who can maintain and repair the latest 
technological prosthetic devices. 

The VHA must require VISN directors to reserve suf- 
ficient training funds to sponsor prosthetics training 
conferences, meetings, and online training for all serv- 
ice line personnel. 


The VHA must ensure that the PSAS Program Office 
and VISN directors work collaboratively to select can- 
didates for vacant VISN prosthetic representative posi- 
tions who are competent to carry out the responsibilities 
of these positions. 

The VHA must assess functional statements of all hy- 
brid title 38 prosthetics employees to meet the com- 
plexities of programs throughout the VHA and must 
attract and retain qualified individuals. 




Prosthetics Sensory Aids and Research: 

VA Research and Development (R&D) should maintain a comprehensive research agenda 
to address the deployment-related health issues of the newest generation of veterans while 
continuing research to help improve the lives of previous generations of veterans 
needing specialized prosthetics and sensory aids. 


M any of the wounded soldiers returning from the 
conflicts in Afghanistan and Iraq have sustained 
polytraumatic injuries requiring extensive rehabilita- 
tion periods and the most sophisticated and advanced 
technologies, such as hearing and vision implants and 
computerized or robotic prosthetic items, to help them 
rebuild their lives and gain independence. 

According to VA’s R&D program, approximately 6 
percent of wounded soldiers returning from Iraq are 
amputees, and the number of veterans accessing VA 
health care for prosthetics and sensory aids has in- 
creased by more 70 percent since 2000. 

Considerable advances are still being made in pros- 
thetics technology that will continue to dramatically 
enhance the lives of disabled veterans. The Veterans 


Health Administration (VHA) is still competitive in this 
type of research, from funding research to assisting 
with clinical trials for new devices. As new technologies 
and devices become available for use, the VHA must 
ensure that these products are made available to all vet- 
erans with a prescription and that funding is available 
for timely issuance of such items. 


Recommendation: 

The Department of Veterans Affairs must maintain its 
role as a world leader in prosthetics research and ensure 
that VA Research and Development and the Prosthetics 
and Sensory Aids Service work collaboratively to expe- 
ditiously apply new technology development and trans- 
fer to maximally restore a veteran’s quality of life. 
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Amputation System of Care: 

The Independent Budget veterans service organizations (IBVSOs) strongly support 
full implementation ofVA’s new amputation system of care and encourage Congress 
to provide adequate resources for staffing and training of this specialized program. 


I n September 2006, the Department of Veterans Affairs 
formed an interdisciplinary amputation care working 
group with the primary objective to rebuild and improve 
its amputation care. The working group developed a pro- 
posed system of care made of four major components: 
regional amputation centers, polytrauma amputation 
network sites, amputation clinic teams, and amputation 
point of contacts. The goal was to create a system of care 
that would improve access to and the quality of ampu- 
tation care. 

The proposal was approved for funding in June 2008, 
and plans are under way to develop and implement the 
system of care proposed by the working group. Ulti- 
mately, the plan includes seven regional amputation cen- 
ters (RACs) located in Bronx, New York; Denver; 
Minneapolis; Palo Alto, California; Richmond, Virginia; 
Seattle; and Tampa. 

The RACs will provide expertise in clinical care and pros- 
thetic concepts, and work closely with polytrauma reha- 
bilitation centers and military treatment facilities. The 
amputation network sites will coordinate amputation 
care across Veterans Integrated Service Network sites, 
and provide surgical support, long-term-care needs, and 
case management. There will be 15 network sites located 
across the country, and the seven RACs will dually serve 
as polytrauma/amputation network sites. The proposal 
includes creation of a veteran amputation registry and 
utilization of new telehealth technology to monitor the 
amputation rehabilitation process. For example, the am- 


putation clinic teams will use telehealth technology to co- 
ordinate veterans’ amputation care with the RACs. 

The amputation care plan also includes 100 amputation 
clinic teams that will provide rehabilitation and pros- 
thetic care within network sites with implementation and 
management of the amputation system of care overseen 
by an amputation rehabilitation coordinator. When fa- 
cilities do not have expertise or the capacity to provide 
amputation rehabilitation, amputation point of contacts 
will serve as resource guides to direct veterans to com- 
munity facilities that can best provide the specific ampu- 
tation care that is needed. The overall goal of this 
initiative is to provide consistent quality amputation care 
to veterans throughout the VA health-care system and 
ensure that all veterans in need of amputation care have 
access to the proper services. 


Recommendations: 

The Independent Budget veterans service organizations 
strongly support full implementation of VA’s new ampu- 
tation system of care and encourage Congress to provide 
adequate resources for staffing and training of this im- 
portant program. 

VA should expeditiously implement the proposed system 
of amputation care providing proper staffing levels and 
training to ensure VA provides superior health services 
for aging and newly injured veterans who need these 
unique services. 
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Hearing Loss and Tinnitus: 

The Veterans Health Administration (VHA) needs to provide a full 
continuum of audiology services. 


A s our brave men and women in uniform return from 
the conflicts in Afghanistan and Iraq, they are facing 
adversity in returning to civilian life. Many have been 
wounded by roadside bombs leaving them with both vis- 
ible and unseen injuries, such as loss of limbs, traumatic 
brain injury (TBI), and spinal cord injury. The federal 
government has recognized the need for improved health- 
care services for these members of the military. Although 
the medical care component of the VA budget has in- 
creased by 83 percent since President Bush took office, 89 
it still does not cover the urgent growing needs of our 
veterans — past, present, and future. Estimates for long- 
term health care for this new generation of veterans are 
in the trillions and increase by the week. 

Acoustic trauma has been part of military life since 
muskets and cannons were part of the arsenal, and Op- 
erations Enduring and Iraqi Freedom (OEF/OIF) are 
some the noisiest battlegrounds yet. Roadside bombs — 
the signature weapon of the insurgency — regularly hit 
patrols, rupturing eardrums, which leads to hearing loss 
and tinnitus. In addition, TBI, one of the signature 
wounds of these conflicts, is producing a whole new 
generation of soldiers with both mild and severe head 
injuries that are often accompanied by tinnitus. 

The VA Polytrauma Center in Tampa reports that even 
those soldiers with no measurable hearing loss have tin- 
nitus in conjunction with milder forms of TBI. Head 
and neck trauma is the second most frequently reported 
cause of tinnitus. Additionally the VA’s own statistics 
show that tinnitus is currently the most prevalent 
service-connected disability of OEF/OIF veterans. 90 One 
of the newest research findings from VA, conducted at 
the James H. Quillen Veterans Affairs Medical Center 
Tinnitus Clinic, in Mountain Home, Tennessee, noted 
the increasing association between those with tinnitus 
and post traumatic stress disorder (PTSD). Of the 
first 300 patients enrolled at the clinic, 34 percent also 
carried a diagnosis of PTSD. 91 

These indications of the direct connections between tin- 
nitus and TBI, as well as tinnitus and PTSD, point to the 
urgent need to address any gaps in research and treat- 
ment modalities provided by both the Department of De- 
fense (DOD) and VA, to military personnel and veterans 
sustaining blast injuries. It is also indicative of the in- 


creasing incidence and severity of these conditions caused 
by combat injuries. It is imperative that all polytraumatic 
injuries be researched and treated in tandem to provide 
state-of-the-art care for America’s veterans sustaining au- 
ditory system and related injuries that can lead to a life of 
debilitation from combat. 

Invisible Injury 

Many service members returning from war are physically 
disabled. Those types of injuries are easily seen by a 
physician and are often easily diagnosed and treated. Sol- 
diers exposed to blasts from roadside bombs often suffer 
internal injuries that are not as easy to detect and treat. 
One of the most prevalent disabilities from exposure to 
IEDs (improvised explosive devices) and the many other 
faces of combat is an injury that is one of the hardest to 
detect — and even harder to treat — “tinnitus.” 

Tinnitus is defined as the perception of sound in the ears 
where no external source is present. Some who have tin- 
nitus describe it as “ringing in the ears,” but people re- 
port hearing all kinds of sounds, such as crickets, 
whooshing, pulsing, ocean waves, or buzzing. For mil- 
lions of Americans, tinnitus becomes more than an an- 
noyance. Chronic tinnitus can leave an individual feeling 
isolated and impaired in their ability to communicate 
with others. This isolation can cause anxiety, depression, 
and feelings of despair. Tinnitus affects an estimated 50 
million, or more, people in the United States to some de- 
gree. Ten million to 12 million are chronically affected 
and 1 to 2 million are incapacitated by their tinnitus. 92 It 
is estimated that 250 million people worldwide experi- 
ence tinnitus. 93 

Adding to the Rolls Every Year 

The number of veterans who are receiving disability 
compensation for tinnitus has risen steadily over the past 
10 years and spiked sharply in the past 5. Since 2001, 
service-connected disability for tinnitus has increased 
alarmingly by 18 percent per year. Based on that five-year 
trend, the total cost of veterans receiving service-con- 
nected disability compensation for tinnitus will be near 
$1 billion by year 2011. Veterans with tinnitus may be 
awarded up to a 10 percent disability, which currently 
equals about $117 a month. Though it is considered a 
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Noise Levels — Common Military Operations 

Type of Artillery 

Position 

Decibel Level (dBA) 
(Impulse Noise) 

105mm Towed Howitzer 

Gunner 

183 

Hand Grenade 

At 50 Feet from Target 

164 

Rifle 

Gunner 

163 

9 mm Pistol 

N/A 

157 

F18C Handgun 

N/A 

150 

Machine Gun 

Gunner 

145 


“disease of the ear” according to title 
38, United States Code, only one “ear” 
is considered in determining disability 
rating for tinnitus. 


Translated into economic terms, the 
government paid out nearly $600 mil- 
lion in disability compensation for tin- 
nitus in 2007. If you couple that dollar 
amount with what was paid out for 
hearing loss disability compensation, 
the total is more than $1.6 billion for 
FY 2007. If tinnitus continues on the upward trend seen 
over the past five years, which as of 2006 was $539 mil- 
lion, the cost to taxpayers for tinnitus disability claims 
will reach $1.1 billion annually by 2011 and top $2 bil- 
lion annually by 2020, if not sooner. This is one of the 
many reasons why the federal government needs to 
begin addressing this epidemic from an effective med- 
ical research and prevention standpoint. With an already 
existing patient pool of veterans there needs to be a col- 
laborative and robust research effort on the part of VA, 
the DOD, and the National Institutes of Health. 

Noise-Induced Hearing Loss and Tinnitus 

Although tinnitus has a number of different causes, one of 
the primary causes among military personnel is noise ex- 
posure. Service members are exposed to extreme noise 
conditions on a daily basis during both war and peace- 
time. During present-day combat, a single exposure to the 
impulse noise of an IED can cause tinnitus and hearing 
damage immediately. An impulse noise is a short burst of 
acoustic energy, which can be either a single burst or mul- 
tiple bursts of energy. Most impulse noises, such as the 
acoustic energy emitted from an IED, occur within one 
second. However, successive rounds of automatic weapon 
fire are also considered impulse noise. 


at greater risk of this type of disability than their civilian 
counterparts. So what’s being done to help our military? 
Hearing conservation programs have been in place since 
the 1970s to protect and preserve the ears of our soldiers. 
However, a study released by the Institute of Medicine in 
2005 reviewed these hearing conservation programs and 
concluded they were not adequately protecting the audi- 
tory systems of service members. 

Additional studies conducted to assess the job perform- 
ance of those exposed to extremely noisy environments in 
the military concluded that the noise not only caused dis- 
abilities, but put the overall safety of the service member 
and their team at risk. Reaction time can be reduced as a 
result of tinnitus, thus degrading combat performance 
and the ability to understand and execute commands 
quickly and properly. 

Many soldiers develop tinnitus and other hearing im- 
pairments prior to active combat as a result of training. If 
a soldier is disabled prior to combat, his or her effective- 
ness already may be compromised at the beginning of ac- 
tive duty. A study in Tank Gunner Performance and 
Hearing Impairment concluded that hearing impairments 
may delay a soldier’s ability to identify their target by as 
much as 50 seconds. 95 


According to the National Institute for Occupational 
Safety and Health prolonged exposure from sounds at 85+ 
decibel levels (dBA) can be damaging, depending on the 
length of exposure. For every 3-decibel increase, the time 
an individual needs to be exposed decreases by half, and 
the chance of noise-induced hearing loss and tinnitus in- 
creases exponentially. A single exposure at 140+ dBA may 
cause tinnitus and damage hearing immediately. The chart 
shows a few common military operations and associated 
noise levels, all exceeding the 140 dBA threshold. 94 

It’s no surprise that service members using weaponry that 
emits such high decibel levels, in training or combat, are 


The same study concluded that people with hearing im- 
pairments who were operating tank artillery were 36 per- 
cent more likely to hear the wrong command, and 30 
percent less likely to correctly identify their target. Fur- 
ther, service members with hearing impairments only hit 
the enemy target 41 percent of the time, whereas those 
without hearing impairments hit the enemy target 94 per- 
cent of the time. Finally, the article stated that those with 
hearing impairments were 8 percent more likely to take 
the wrong target shot and 21 percent more likely to have 
their entire tank crew killed by the enemy. According to 
the study, hearing impairments, such as tinnitus, can very 
much be a life-or-death situation in the military. 
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The Role of Medical Research 

Research has increased our knowledge on hearing loss 
and how it occurs, while less has been discovered about 
tinnitus. Tinnitus is a condition of the auditory system, 
originating in the brain. This points to the connection be- 
tween TBI and tinnitus and may help explain why this 
population of veterans is experiencing tinnitus in record 
numbers. Of 692 TBI patients at Walter Reed Army Med- 
ical Center between January 2003 and March 2006, 
nearly 90 percent had nonpenetrating head injuries. 96 The 
extent and epidemiology of how tinnitus and TBI are af- 
fecting each other will remain unknown unless the federal 
government funds more medical research as encouraged 
by The Independent Budget. 

Even though tinnitus research has come a long way, es- 
pecially in recent years, much more needs to be learned. 
With so many veterans being added to the rolls every year 
for service-connected tinnitus, VA and the DOD need to 
continue working collaboratively to emerge as leaders in 
tinnitus research. 

As of November 2007, nearly 70,000 OEF/OIF veterans 
had been awarded service-connected disability for tinni- 
tus. Prior to that, there were nearly half a million veterans 
from previous conflicts already on the rolls for tinnitus. 
VA estimates show that it is likely that the actual number 
of veterans who have tinnitus sustained from combat and 
active duty injuries is more like 3—4 million, 97 showing the 
condition is more prevalent than records actually show. 


Recommendations: 

The Veterans Health Administration must rededicate it- 
self to the excellence of program for hearing loss and tin- 
nitus as well as other auditory processing disorders. 

The VHA must continue its work with networks, to re- 
store clinical staff resources in both inpatient and outpa- 
tient audiology programs, and develop tinnitus 
components to existing audiology facilities. 

Congress must continue to work for increased funding 
for VA and the Department of Defense to prevent, treat, 
and cure tinnitus. 


89 ( www.gpoaccess.gov/usbudget/fy08/pdf/budget/veterans. pdf). 

"VBA Office of Performance and Analysis, Audiology Care in the VA. Presented 
by Dr. Lucille Beck, chief consultant. Rehabilitation Services and Director, Audi- 
ology and Speech Pathology Service, November 2007, Washington, D.C. 

91 Marc A. Fagelson, “The Association between Tinnitus and Posttraumatic Stress 
Disorder,” American Journal of Audiology 16 (2007): 107-17. 

91 Scott Campbell Brown, edited by Robert C. Johnson and Dorothy L. Smith Older 
Americans and Tinnitus: A Demographic Study and Chartbook, 1990. 

93 Munna Vio and Ralph H. Holme, “Hearing Loss and Tinnitus: 250 million people 
and a U.S. $10 Billion Potential Market.” Drug Discovery Today. 10(19):1263-5, 
Oct 1, 2005. 

94 U.S. Army Center for Health and Preventative Medicine. (http://chppm- 
www.apgea.army.mil/) 

9S Georges Garinther and Leslie Peters, “Tank Gunner Performance and Hearing 
Impairment,” Army RDScA Bulletin January-February (1990):l-5. 

9S Neil Shea, “Iraq War Medicine — The Heroes, The Healing: Military Medicine 
from the Front Lines to the Home Front,” National Geographic [archives], De- 
cember 2006 (nationalgeographic.com). 

97 (ncrar. research, va.gov). 




Special Needs Veterans 


Blinded Veterans: 

A full continuum of vision rehabilitation services is needed from the Veterans Health Adminstration. 


T he VA Blind Rehabilitation Service (BRS) is well 
known worldwide for its excellence in delivering 
comprehensive blind rehabilitation to our nation’s 
blinded veterans. Currently VA operates 10 compre- 
hensive residential blind rehabilitation centers (BRCs) 
with plans for three new BRCs in Biloxi, Mississippi; 
Long Beach, California; and Cleveland, but these are 
now pending construction projects with openings not 
expected until 2011. Approximately 46,877 blind vet- 


erans were enrolled in FY 2007 with the Visual Im- 
pairment Service Team (VIST) coordinators’ offices, 
and projected demographic data estimate that by 2012 
the VA system could sustain a rise to approximately 

53.000 enrolled blind or low- vision-impaired veterans, 
according to the VHA Blind Rehabilitation Service. 
National demographic studies estimate that there are 

158.000 blinded veterans in America. 
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Age-related eye diseases, however, affect more than 35 
million Americans age 40 and older. The most common 
eye diseases in that age group are macular degeneration, 
glaucoma, diabetic retinopathy, and cataracts; of these an 
estimated 1 million Americans over the age of 40 are 
legally blind. 98 While only 4.3 percent of the 65 and older 
population live in nursing homes, 16 percent of those who 
are visually impaired and 40 percent of those who are 
blind reside in nursing homes. Training programs that 
allow safe daily independent living functions reduce these 
long- term-care costs and prevent injuries from falls and 
other accidents. 

The Independent Budget emphasizes that in addition to 
the previously mentioned blinded veterans from previous 
wars and conflicts already enrolled, recent data compiled 
by both the Department of Defense (DOD) and VA 
sources reported that 13.9 percent of all wounded and 
evacuated from Iraq had experienced eye injuries. As of 
December 2008, more than 1,348 eye injured or eye 
wounded (395 blinded in one eye) had sustained serious 
enough wounds requiring evacuation, but this grew to 
more than 1,500 by July 2008. 99 The VA article “Putting 
Polytrauma Care ‘On the Map’” reported that in re- 
viewing all Operating Enduring Freedom and Operation 
Iraqi Freedom (OEF/OIF) veterans enrolled in the VHA, 
the most common traumatic injury affecting some 63 per- 
cent of them was hearing loss, followed by vision injuries, 
with 27.9 percent of all OEF/OIF veterans identified; 
these range from mild, to moderate, to severe visual in- 
juries. 100 Approximately 80 blinded OEF/OIF service 
members have attended one of the 10 blind rehabilitation 
centers, with VIST tracking 1 12 total, and some of these 
are in the process of being referred for BRC admission. 
Nevertheless, The Independent Budget veterans service 
organizations (IBVSOs) fear that some reserve members 
with severe eye injuries are unaccounted for and have not 
been tracked while in the DOD TRICARE system. 

As of September 14, 2008, the VHA reported 8,774 trau- 
matic brain injury (TBI) cases diagnosed, with another 
7,390 cases having further diagnostic and specialty screen- 
ing, 101 but by several estimates this number is probably 
low for TBI exposure. Although VA has been stepping up 
their TBI screening of all OEF/OIF service members en- 
tering the VA system, those who are diagnosed with TBI 
should have specialized vision screening to determine if 
they have vision impairments related to the blasts. 

TBI vision research published from the Palo Alto VA Med- 
ical Center Poly Trauma Center showed that 75 percent of 
veterans treated there have visual complaints and have 


been diagnosed with the following types of disorders: 
diplopia, field loss, accommodation insufficiency, conver- 
gence disorder, and ocular-motor dysfunction. Of those, 
55 percent are unable to interpret print, and 4 percent of 
all disorders result in legal blindness. 102 Other sites have 
found similar results in TBI screening, of between 68 per- 
cent to 70 percent incidence of patients complaining of vi- 
sual disorders, again ranging from mild, to moderate, to 
severe. 103 Similar to the returning wounded with hearing 
loss complaining of tinnitus, reports are that some 70 per- 
cent of TBI patients complain of photophobia (light sen- 
sitivity), and for those patients experiencing both 
symptoms, visual dysfunction screening must occur. Var- 
ious complications of these traumatic eye injuries include 
traumatic cataracts, glaucoma, and retinal detachments, 
and more follow-up research is needed on all of these. The 
IBVSOs request that Congress exercise greater oversight 
on tracking of these combat- wounded eye injured veter- 
ans. Those with duel sensory hearing and vision loss must 
have outcome studies. 

According to the Office of VA Research, serious combat 
eye trauma from OEF/OIF has climbed to the second 
most common injury from these conflicts behind only 
hearing loss. The IBVSOs are frustrated that long delays 
occurred in establishing the military Vision Centers of 
Excellence during this past year because the necessary 
$5 million was never included by Congress in the De- 
fense appropriations for FY 2009 to begin staffing at all 
four designated military Vision Centers of Excellence 
medical centers. We request that Congress include in the 
Defense appropriations for FY 2010 $6.5 million for the 
continued implementation of the joint DOD/VA Vision 
Centers of Excellence as intended in the National De- 
fense Authorization Act (NDAA) of FY 2009, section 
1623, RL. 110-181. 

Historically, the residential BRC program has been the 
primary option for severely visually impaired and blinded 
veterans to receive services. The VHA this past year tran- 
sitioned to approximately 44 more VA outpatient contin- 
uum of care programs, improving health-care delivery 
going into 2010. 104 VHA Ophthalmology, Optometry, 
and BRS need to continue to make the same effort for vet- 
erans in the next couple years to complete the plans for all 
new services. 105 For those catastrophically disabled non- 
service-connected veterans who require residential serv- 
ices at a blind rehabilitation center, they often cannot 
afford the copayments for their admissions, plus benefici- 
ary travel is also not provided for those who are not a di- 
rect transfer from one VA medical center to a blind 
rehabilitation center, adding another burden. 
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Currently, approximately 1,144 blinded veterans are 
waiting an average of 12 weeks for entrance into 1 of the 
10 VA BRCs — progress from 2004 when 2,400 blinded 
veterans waited almost 5 months. The IBVSOs encourage 
directed funding of an additional $9.5 million in FY 2010 
for these new models of blind rehabilitation outpatient 
services and low-vision optometric programs. By encom- 
passing the full spectrum of visual impairment services, 
blind rehabilitative outpatient specialists (BROS), and in- 
termediate and advanced low-vision outpatient programs, 
these new services could screen service members with TBI 
for visual complications while serving the eye disease pop- 
ulation of aging blinded and low-vision veterans. 

Congressionally mandated capacity must be maintained, 
and the BRS must continue to provide for critical full- 
time employee equivalents within each BRC to increase 
capacity to provide comprehensive residential blind re- 
habilitation services. Other critical BRS positions — such 
as the 98 full-time VIST coordinators and the current 
number of 45 BROS, with 35 currently vacant — must be 
increased. VIST and BROS teams are essential full-time 
positions, which, in addition to conducting comprehen- 
sive assessments to determine whether a blinded veteran 
needs to be referred to a BRC or a new continuum of 
care outpatient program, also facilitate blind rehabilita- 
tion training support in veterans’ homes and provide new 
technology when veterans return from a BRC. 


Recommendations: 

The Veterans Health Administration must restore the bed 
capacity and full staffing levels in the blind rehabilitation 
centers to the level that existed at the time of the passage 
of Public Law 104-262. 

The VHA must continue its three-year plan for full con- 
tinuum of care outpatient programs for blinded and low- 
vision veterans that Secretary Nicholson promised in 
January 2007. Congress should ensure the program’s im- 
plementation by providing $9.5 million in FY 2010 for 
completion of 54 new sites. 

In implementing DOD/VA Vision Centers of Excellence 
and the joint eye trauma registry created by the Na- 
tional Defense Authorization Act of 2008, the Depart- 
ment of Defense and VA must ensure electronic 
exchange of essential information between all eye care 
professionals in order to establish a seamless transition 
of eye care and improve long-term outcomes through 
vision research. As it included in FY 2009 MILCON- 


VA appropriations to establish this registry, Congress 
should again provide $2 million for FY 2010 to com- 
plete this eye trauma registry. 

In implementing DOD/VA Vision Centers of Excellence 
and the joint eye trauma registry created by the National 
Defense Authorization Act of 2008, the Department of 
Defense and VA must ensure electronic exchange of es- 
sential information between all eye care professionals in 
order to establish a seamless transition of eye care and 
improve long-term outcomes through vision research. 

Defense appropriations for FY 2010 must include 
$6,780,000 for further implementation of the four Vision 
Centers of Excellence located at Bethesda National Naval 
Medical Center, Brooke Army Medical Center, Madigan 
Army Medical Center, and San Diego NNMC, and 
Armed Services/VA Committee hearings on this joint pro- 
gram for eye injured and hearing impaired must be held. 

The Congressionally directed Peer Medical Research Pro- 
gram must continue to include eye and vision research in 
Defense appropriations, and DOD research funding on 
eye trauma must be increased in FY 2010 to $8 million. 

The VHA must require the networks to restore clinical 
staff resources in inpatient blind rehabilitation centers 
and increase the number of full-time Visual Impairment 
Services Team coordinators. 

Although the House of Representatives passed H.R. 6445 
in the 110th Congress, Congress should reintroduce and 
enact legislation amending title 38, United States Code to 
prohibit the VA Secretary from collecting certain copay- 
ments from veterans who are catastrophically disabled. 

Congress should amend title 38 to provide beneficiary 
travel reimbursement for catastrophically disabled veter- 
ans who need to attend an inpatient rehabilitation center. 


,8 www.silverbook.org/visionloss; Silver Book@agingresearch.org. 
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102 Independent Budget • Fiscal Year 2010 



401 


Medical Care 


Spinal Cord Dysfunction: 

The continuum of care model for quality health care delivered to the patient with spinal 
cord dysfunction continues to be hindered by the lack of trained staff to support the mission 
of the spinal cord injury/dysfunction (SCI/D) program. 


SCI/D Leadership 

The continuum of care model for the treatment of vet- 
erans with SCI/D has evolved over a period of more 
than 50 years. SCI/D care in the Department of Veter- 
ans Affairs has been established in a “hub-and-spokes” 
model. This model has shown to work very well as long 
as all patients are seen by qualified SCI/D trained staff. 
Because of staff turnover and a general lack of under- 
standing in outlying “spoke” facilities, however, not all 
SCI/D patients have the advantage of referrals, consul- 
tations, and annual evaluations in an SCI/D center. 

This situation is further complicated by confusion as 
to where to treat patients with spinal cord disorders, 
such as multiple sclerosis (MS) and amyotrophic lat- 
eral sclerosis (ALS/Lou Gehrig’s disease). Some SCI/D 
centers treat these patients while others deny admis- 
sion. It is recognized that there is an ongoing effort to 
create a continuum of care model for MS and that this 
model should be extended to encompass MS and other 
diseases involving the spinal cord, such as ALS. Al- 
though admission in an SCI/D center may not be ap- 
propriate for all veterans with spinal cord disorder, a 
care model must be developed to follow these veterans 
through their illness with a protocol that meets the 
treatment needs of the patient. 

Nursing Staff 

VA is experiencing delays in admission and bed reduc- 
tions based upon availability of qualified nursing staff. 
The Independent Budget veterans service organizations 
continue to contend that basic salary for nurses who 
provide bedside care is not competitive with commu- 
nity hospital nurses. This results in high attrition rates 
as these individuals leave VA for more attractive com- 
pensation in the community. 

Recruitment and retention bonuses have been effective 
at several VA SCI/D centers, resulting in an improve- 
ment in both quality of care for veterans and nursing 
staff morale. Unfortunately, facilities are faced with the 
local budget dilemma when considering the offering of 
any recruitment or retention bonus. The funding nec- 


essary to support this effort is taken from the local 
budget, thus shorting other needed medical programs. 
Because these efforts have only been used at local or 
regional facilities, there is only a partial improvement 
of a systemwide problem. 

A consistent national policy of salary enhancement 
should be implemented across the country to ensure 
that qualified staff is recruited. Funding to support this 
initiative should be made available to the medical fa- 
cilities from the network or VA Central Office to sup- 
plement their operating budgets. 

Patient Classification 

VA has a system of classifying patients according to the 
amount of bedside nursing care needed. Five categories 
of patient care take into account significant differences 
in the level of injury, amount of time spent with the pa- 
tient, technical expertise, and clinical needs of each pa- 
tient. A category III patient, in the middle of the scoring 
system, is the “average” SCI/D patient. These cate- 
gories take into account the significant differences in 
hours of care in each category for each shift in a 24- 
hour period. The hours are converted into the number 
of full-time employee equivalents (FTEEs) needed for 
continuous coverage. This formula covers bedside 
nursing care hours over a week, month, quarter, or 
year. It is adjusted for net hours of work with annual, 
sick, holiday, and administrative leave included in the 
formula. 

The emphasis of this classification system is based on 
bedside nursing care. It does not include administra- 
tive nurses, non-bedside specialty nurses, or light-duty 
nursing personnel because these individuals do not or 
are not able to provide full-time labor-intensive bed- 
side care for the SCI/D patient. According to the Cali- 
fornia Safe Staffing Law, dealing with registered nurses 
(RN)-to-patient staffing ratios, “Nurse administrators, 
nurse supervisors, nurse managers, and charge nurses 
shall be included in the calculation of the licensed 
nurse-to-patient ratio only when those administrators 
are providing direct patient care.” 
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Nurse staffing in SCI/D units has been delineated in 
Veterans Health Administration (VHA) Handbook 
1176.1 and VHA Directive 2005-001. The figure was 
derived on 71 FTEEs per 50 staffed beds, based on an 
average category III SCI/D patient. Currently, nurse 
staffing numbers do not reflect an accurate picture of 
bedside nursing care provided because administrative 
nurses, non-bedside specialty nurses, and light-duty 
staff are counted as part of the total number of nurses 
providing bedside care for SCI/D patients. 

VHA Directive 2005-001 mandates 1,347.6 bedside 
nurses to provide nursing care for 85 percent of the 
available beds at the 23 SCI/D centers across the coun- 
try. This nursing staff consists of RNs, licensed voca- 
tional/practical nurses, nursing assistants, and health 
technicians. 

At the end of FY 2007, nurse staffing was 1,315. This 
number is 32.6 FTEEs short of the mandated require- 
ment of 1,347.6. Considering that some facilities are 
staffed to meet the actual acuity level (above minimum 
levels), the real shortage is 67.9 nursing staff for the re- 
maining centers to meet minimum staffing levels. The 
1,315 FTEE includes nursing administrators and non- 
bedside RNs (79.5) and light duty staff (39). Removing 
the administrators and light duty staff makes the total 
number of nursing personnel 1,183.2 FTEEs to provide 
bedside nursing care. This coupled with the shortage of 
67.9 FTEEs reveals a shortfall of 186.4 nursing FTEEs. 

The regulation calls for a staff mix of approximately 50 
percent RNs. Not all SCI/D centers are in full compli- 
ance with this ratio, however. There are 509.9 RNs 
working in SCI/D. Out of that, 79.5 are in non-bedside 
or administrative positions, leaving 430.4 RNs provid- 
ing bedside nursing care. With 1,315 nursing personnel 
and 509.9 of those RNs, this leaves an RN ratio of 39 
percent to provide bedside nursing care. If the non-bed- 
side RNs were excluded, the percentage of RNs drops to 
35 percent. These numbers are well below the mandated 
50 percent RN ratio. 

SCI/D facilities recruit only to the minimum nurse 
staffing required by VHA Directive 2005-001. As 
shown above, when the minimal staffing levels include 
non-bedside nurses and light-duty nurses, the number 
of nurses available to provide bedside care is severely 
compromised. It is well documented in professional 
medical publications that adverse patient outcomes 
occur with lower levels of nurses. 


The low percentage of professional RNs providing bed- 
side care and the high acuity of SCI/D patients puts 
SCI/D veterans at increased risk for complications sec- 
ondary to their injuries. Studies have shown that low 
RN staffing causes an increase in adverse patient out- 
comes, specifically with urinary tract infections, pneu- 
monia, shock, upper gastrointestinal bleeding, and 
longer hospital stays. SCI/D patients are prone to all of 
these adverse outcomes because of the catastrophic na- 
ture of their condition. A 50 percent RN staff in the 
SCI/D service is crucial in promoting optimal outcomes. 

This nursing shortage is manifested in the fact that VA 
facilities have begun to restrict admissions to SCI/D 
wards. Reports of bed consolidations or closures have 
been received due to nursing shortages. Such situations 
create a severe compromise of patient safety and con- 
tinue to stress the need to enhance the nurse recruit- 
ment and retention programs. 

Proposed Bifurcated Spinal Cord Injury Center 
in Denver 

In the spring of 2008, VA announced a revised plan for 
replacing the Denver VA Medical Center. Under the Cap- 
ital Asset Realignment for Enhanced Services (CARES) 
plan, the existing, antiquated VA hospital in Denver was 
scheduled to be replaced with a new tertiary care facility 
that included a 300-bed spinal cord injury center needed 
to serve veterans in the Rocky Mountain region. The re- 
vised plan drastically modified the proposed CARES- 
driven project calling for an expanded ambulatory care 
center and the leasing of bed space at the to-be- 
constructed new University of Colorado Medical School 
hospital (see the section “VA’s New Health-Care Facility 
Leasing Program in this Independent Budget). Included 
in this proposal was the division of the 30-bed SCI cen- 
ter between the two facilities with 12 beds designated as 
acute care to be located in the university hospital and 1 8 
beds designated as rehabilitative to be located in the am- 
bulatory care center. 

This proposal has met with great opposition, most no- 
tably from the perspective that it contradicts the VA in- 
ternal guidance regarding SCI care contained in VA 
Handbook 1176.1. The proposed split center creates ob- 
stacles to coordinated patient care, will lead to inefficient 
and/or ineffective utilization of staff, and create undue 
burdens and risks for patients being required to move 
from one facility to the other for necessary care. It is the 
position of the IBVSOs that this new approach is not in 
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the best interest of veterans with SCI/D and is, in fact, un- 
tenable and will lead to the diminution of quality care. 


Recommendations: 

The Veterans Health Administration should ensure that 
the spinal cord injury/dysfunction continuum of care 
model is available to all SCI/D veterans across the 
country. VA must also continue mandatory national 
training for “spoke” facilities. 

VA should develop a comprehensive continuum of care 
model for SCI/D patients that includes other diseases of 
the neurological system, such as multiple sclerosis and 
amyotrophic lateral sclerosis. 


The VHA needs to centralize policies and funding for 
systemwide recruitment and retention bonuses for 
nursing staff. 

Congress should appropriate funding necessary to pro- 
vide competitive salaries and bonuses for SCI/D nurses. 

Congress should establish a specialty pay provision for 
nurses working in spinal cord injury centers. 

VA should cease work on the revised plan involving the di- 
vision of the SCI service in Denver and continue moving 
forward with the plan outlined by the CARES process. 




Persian Gulf War Veterans: 

The Department of Veterans Affairs must aggressively pursue answers to the health consequences of 
veterans’ Gulf War service. VA cannot reduce its commitment to Veterans Health Administration 
(VHA) programs that address health care and research or Veterans Benefits Administration (VBA) 
programs in order to meet other important and unique needs of Gulf War veterans. 


I n the first days of August 1990, in response to the Iraqi 
invasion of Kuwait, U.S. troops were deployed to the 
Persian Gulf in Operations Desert Shield and Storm. The 
air assault was initiated on January 16, 1991. On Febru- 
ary 24, 1991, the ground assault was launched, and after 
100 hours, combat operations were concluded. Approx- 
imately 697,000 U.S. military service members served in 
Operations Desert Shield or Desert Storm. The Gulf War 
was the first time since World War II in which reserve and 
National Guard members were activated and deployed to 
a combat zone. For many of the 106,000 who were mo- 
bilized to Southwest Asia, this was a life-changing event. 

After their military service, Gulf War veterans reported a 
wide variety of chronic illnesses and disabilities. Many 
Gulf War veterans have been diagnosed with chronic 
symptoms, including fatigue, headaches, muscle and joint 
pain, skin rashes, memory loss and difficulty concentrat- 
ing, sleep disturbance, and gastrointestinal problems. The 
multisyptom condition or constellation of symptoms has 
often been referred to as Gulf War syndrome, Gulf War ill- 


ness, or Gulf War veterans’ illnesses; however, no single 
unique illness has been definitely identified that explains 
the complaints of all veterans who fit this description. Ac- 
cording to the VA’s most recent study, 25 to 30 percent of 
Gulf War veterans suffer from chronic multisymptom ill- 
ness above the rate in other veterans of the same era. This 
confirms five earlier studies showing similar rates. Thus, 
18 years after the war approximately 175,000 to 200,000 
veterans who served remain seriously ill. 

Both the Department of Defense (DOD) and VA have 
invested in conducting research and providing health 
care and benefits to address the concerns of Gulf War 
veterans and their families. These efforts have flagged in 
the past months as other veterans’ issues have captured 
the attention of Congress and the federal agencies. How- 
ever; because many Gulf War veterans remain ill, The In- 
dependent Budget veterans service organizations (IBVSOs) 
stand firm and urge the DOD and VA not to abandon 
their search for answers to Gulf War veterans’ unique 
health problems and exposure concerns. 
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Building a Base of Evidence 

Since the Gulf War, federal agencies have sponsored nu- 
merous research projects related to Gulf War illnesses. A 
July 26, 2007, hearing before the House Committee on 
Veterans’ Affairs Subcommittee on Health, reported that 
VA and the DOD had together spent $260 million on Gulf 
War illness research. Combined with the Department of 
Health and Human Services, more than 340 research proj- 
ects related to Gulf War illnesses have been conducted, to- 
taling more than $340 million. However, Gulf War illness 
research is handled exclusively by VA and the DOD, and 
very little money has been invested in treatment research. 

As troops in Southwest Asia continue to fight in the same 
areas as Gulf War veterans, VA’s response to this unique 
situation was to open the Gulf War Registry to Operations 
Enduring and Iraqi Freedom (OEF/OIF) veterans, 106 and 
broaden the scope of Gulf War illness research to include 
“deployment-related health research.” The Research Ad- 
visory Committee on Gulf War Veterans’ Illnesses (RAC- 
GWVI) appointed by the VA Secretary in 2002 was 
directed to evaluate the effectiveness of government re- 
search in addressing central questions on the nature, 
causes, and treatments of Gulf War— related illnesses. In re- 
viewing VA-funded research on Gulf War illnesses, the 
RAC-GWVI has raised questions on the nature of some 
VA-funded research as to whether these research projects 
will directly benefit veterans suffering from Gulf War ill- 
nesses by answering questions most relevant to their ill- 
nesses and injuries. Heightening this concern is a critical 
need for a comprehensive and well-planned program to 
actually solve the problems disabled Gulf War veterans 
face instead of studying peripheral sections. 

The IBVSOs are concerned that changing the direction of 
Gulf War illness research will dilute its focus and divert at- 
tention to the, admittedly, urgent issues faced by veterans 
of OEF/OIF. While it is unclear whether veterans of the 
current conflicts should be categorically grouped with vet- 
erans of the first Gulf War for purposes of VA research on 
Gulf War illnesses, it is clear that any research program 
based on the attributes of a specific population of veterans 
should not be funded at the expense of the other, particu- 
larly in light of news reports about an open-air “burn pit” 
at the largest U.S. base in Balad, Iraq, which has been de- 
scribed as an acute health hazard and may have exposed 
thousands of service members to cancer-causing dioxins; 
poisons; and hazardous medical waste. 107 Accordingly, the 
IBVSOs believe the federal research budget needs to pri- 
oritize and coordinate investigations in a progressive man- 
ner of both postdeployment groups. 
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The Need for Effective Treatment 

The Independent Budget position is that all combat envi- 
ronments are hostile and traumatic; consequently, some 
Gulf War veterans have suffered the consequences of com- 
bat and environmental exposures, and their bravery in 
dealing with the aftermath of service should be neither dis- 
counted nor stigmatized. A holistic, comprehensive inves- 
tigation into the causes and the most effective treatments 
for all illnesses and injuries suffered by Gulf War veterans 
is the proper path to restoring the health and well-being of 
those who served. 

It has been eight years since Congress mandated 108 the De- 
partment of Veterans Affairs to commission the United 
States National Academies’ Institute of Medicine (IOM), 
to convene a committee, 109 which issued a report 110 to ad- 
dress the primary concern of whether Gulf War veterans 
are receiving effective treatments for their health problems. 
In its most recent report, 111 the RAC-GWVI states, “treat- 
ments that are effective in improving the health of veterans 
with Gulf War illness are urgently needed.” The DOD’s Of- 
fice of Congressionally Directed Medical Research Pro- 
grams has a program aimed at identifying diagnostic tests 
and treatments for Gulf War illness. As mentioned in The 
Independent Budget for FY 2009, the program funded a 
limited number of new treatment studies in 2007 and has 
invited proposals for additional studies to be funded in 
2009. A similar effort, sponsored by VA, is under way at a 
center of excellence for Gulf War research at the Univer- 
sity of Texas Southwestern. In light of a decline since 2001 
in the overall federal funding for Gulf War illness research, 
the IBVSOs believe Congress, VA, and the DOD should 
meet this need with a renewed federal research commit- 
ment and that adequate funding be allocated to achieve the 
critical objectives of improving the health and lives of Gulf 
War veterans. 

The RAC-GWVI report outlines studies that consistently 
indicate Gulf War illness is not significantly associated 
with serving in combat or other psychological stressors, 
further citing that Gulf War veterans have lower rates of 
post-traumatic stress disorder than veterans of other wars. 
However, pyridostigmine bromide pills and pesticides 
have been consistently identified as significant risk factors 
for Gulf War illness. Moreover, limited research on other 
deployment-related exposures 112 currently exists, and its 
association with Gulf War illness cannot therefore be ruled 
out. Other concerns have also been raised regarding the 
rates of birth defects in the children of Gulf War veterans. 
While no studies have provided comprehensive informa- 
tion on the health of Gulf War veterans’ children, Phase III 
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of VA’s large U.S. National Survey of Gulf War Era Veter- 
ans and Their Families included clinical evaluations of vet- 
erans’ children for which findings have not been reported. 

Effectiveness of Existing Benefits 

Similar to diluting the focus of Gulf War illness research by 
broadening its scope, the IBVSOs are also concerned about 
VBA’s standing practice of including OEF/OIF veterans 
with Gulf War veterans in the Gulf War Veterans Infor- 
mation System (GWVIS). The GWVIS report monitors, in 
part, the service members’ use of VA health care and dis- 
ability benefits. 

While the VBA indicates that GWVIS provides the best 
available current data identifying the 6.5 million Gulf War 
service member population, it has rebuffed strong criti- 
cism to delineate OEF/OIF veterans from Gulf War vet- 
erans to provide a more meaningful and timely report. 
For example, the reports are distributed each quarter dur- 
ing the following months: March, June, September, and 
December; however, as of this writing, only the March 
2008 report has been released. In addition, lumping com- 
pensation and pension statistics undermines any reason- 
able effort to analyze the effects of current regulations for 
compensating veterans suffering from specific Gulf War 
illnesses. Moreover, the report lacks any practical infor- 
mation on health-care utilization of Gulf War veterans 
particularly when compared to the report on the “Analy- 
sis of VA Health Care Utilization Among U.S. Global War 
on Terrorism (GWOT) Veterans.” Issued by the VHA Of- 
fice of Public Health and Environmental Hazards, this re- 
port is provided on a fairly regular basis and provides a 
revealing description of the trends in health-care utiliza- 
tion and workload of OEF/OIF veterans, diagnostic data, 
and where they reside in respect to the VA health-care sys- 
tem they seek. Such monitoring allows VA to tailor its 
health-care and disability programs to meet the needs of 
this newest generation of OEF/OIF war veterans. 

Despite the GWVIS report’s lack of granularity, what can 
be interpreted based on the February 2008 GWVIS report 
is that 33 percent of Gulf War veterans have been granted 
service-connected disability compensation. As of January 
31, 2008, just 2 percent of Gulf War veterans had filed dis- 
ability claims for “undiagnosed illness” and only 0.5 per- 
cent had been service-connected for “undiagnosed illness,” 
which suggests that these claims are difficult to prosecute 
and possibly to adjudicate under current regulations. 

Under the direction of Congress, VA has a standing re- 
sponsibility to commission the IOM to assist the Secretary 


in making decisions as to whether there is sufficient scien- 
tific evidence to warrant a presumption of service con- 
nection for the occurrence of a specified condition in Gulf 
War veterans. On October 16, 2006, the IOM issued a 
fifth volume of its Gulf War and health series on infectious 
diseases. Consequently, VA informed 113 Congress of its in- 
tent to add nine new presumptive conditions based on 
service in Persian Gulf War: brucellosis, Campylobacter je- 
juni, Q fever; malaria, mycobacterium tuberculosis, non- 
typhoid salmonella, shigella, visceral leishmaniasis, and 
West Nile fever. The VA Task Force charged with review- 
ing this committee report to determine if new presump- 
tive service connections are warranted has submitted its 
recommendations to the Office of Management and 
Budget. To date, no regulations have been proposed for 
inclusion on the current list of presumptive conditions for 
Gulf War veterans. 

The RAC-GWVI’s most recent report outlined some is- 
sues regarding the IOM’s Gulf War and Health reports. 
The report states, “ IOM’s Gulf War and Health series of 
reports have been skewed and limited by a restrictive ap- 
proach to the scientific tasks mandated by Congress, an 
approach directed by VA in commissioning the reports. 
These limitations are most notably reflected in the selective 
types of information reviewed and the lack of in-depth 
analysis of the research literature and scientific questions 
associated with the health of Gulf War veterans. There is 
a fundamental disconnect between the Congressional di- 
rective to VA and VA’s charge to IOM for reviewing evi- 
dence on Gulf War exposures and their association with 
illnesses affecting Gulf War veterans. The reports have par- 
ticularly fallen short in advancing understanding of asso- 
ciations between Gulf War exposures and Gulf War illness, 
the most prominent health issue affecting Gulf War veter- 
ans.” The VA Secretary, and thus veterans suffering from 
Gulf War illness, depend heavily on the commissioning of 
the IOM by virtue of Congressional mandate. The IBVSOs 
believe the concerns raised by the RAC-GWVI should be 
formally addressed and resolved by Congress to ensure the 
credibility of established protocols using Gulf War and 
Health reports to guide VA policy and programs for Gulf 
War veterans. 

While the IBVSOs are hopeful of the work to be done by 
the newly formed VA Advisory Committee on Gulf War 
Veterans in its review of the full spectrum of health care 
and benefits for Gulf War veterans, much work needs to 
be done to improve the lives of disabled veterans suffering 
from Gulf War illnesses. While the evidence base to guide 
policy and programs administered by VA continues to 
grow, we must remain vigilant to ensure progress is made. 
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Recommendations: 

Congress should ensure that sufficient, dedicated funding 
is provided for research into the health consequences of 
Gulf War veterans’ service. The unique issues faced by 
Gulf War veterans should not be lost in the urgency to 
address other issues related to armed forces personnel 
currently deployed. 

Congress should provide funding to conduct research 
on effective treatments for veterans suffering from Gulf 
War illness. 

VA should commission the National Academy of Sci- 
ences’ Institute of Medicine to update the “2001 Gulf 
War Veterans: Treating Symptoms and Syndromes” re- 
port determine whether there are effective treatments 
for veterans suffering from Gulf War illness and whether 
these veterans are receiving appropriate care. 

Congress must conduct oversight on the concerns raised 
in the November 2008 report by the Research Advisory 
Committee on Gulf War Veterans’ Illnesses on the IOM’s 
Gulf War and Health reports. 

VA should change the current direction of its Gulf War 
illness research and separate its focus on ill Gulf War 
veterans and those health concerns from its focus on the 
health concerns of veterans of Operations Enduring and 
Iraqi Freedom. 


VA should provide a more timely Gulf War Veterans 
Information System report and should delineate Oper- 
ations Enduring and Iraqi Freedom veterans from Gulf 
War veterans. 

Congress should make permanent the presumptive period 
for undiagnosed illnesses, which is due to expire Septem- 
ber 30, 2011. 

VA should issue regulations to add brucellosis, Campy- 
lobacter jejuni, Q fever, malaria, mycobacterium tu- 
berculosis, nontyphoid salmonella, shigella, visceral 
leishmaniasis and West Nile fever as presumptive con- 
ditions based on service in the Persian Gulf War. 


104 As of August 2008, more than 106,500 have participated in VA’s Gulf War Veterans’ 
Health Registry Examination, of which more than 7,000 veterans are from the current 
conflicts. 

107 Kelly Kennedy, “Burn Pit Fallout; Military Official: Situation Improving; Troops 
Report Complications from Asthma to Cancer,” Army Times, November 7, 2008. 
108 P.L. 105-368 § 105; P.L. 105-277 § 1603. 

109 Committee on Identifying Effective Treatments for Gulf War Veterans’ Health Prob- 
lems, Board on Health Promotion and Disease Prevention. 

no “Gulf War Veterans: Treating Symptoms and Syndromes,” National Academies 
Press, July 26, 2001. 

“‘“Gulf War Illness and the Health of Gulf War Veterans: Scientific Findings and Rec- 
ommendations,” U.S. Government Printing Office, November 17, 2008. 

112 Exhaust from tent heaters and other fuel exposures, fine sand and airborne partic- 
ulates, solvents, freshly applied chemical agent resistant coating paint, nerve agents, de- 
pleted uranium, vaccinations, and petroleum smoke or vapors. 
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statement before the Subcommittee on Health, House Committee on Veterans Affairs, 
July 26, 2007. 




Lung Cancer Scr eening and Early Disease Management Program: 

Lung cancer has a disproportionate impact on veterans, especially those exposed to carcinogens during 
active duty. A pilot screening program can assess those risks, improve survivability, and provide the 
Department of Veterans Affairs with vital cost/benefit and survival data on the efficacy of early diagnosis. 


Overall Impact 

Only heart disease causes more deaths per year than 
lung cancer. Lung cancer continues to be the number 
one cancer killer, causing nearly one in every three can- 
cer deaths, more than breast, prostate, colon, kidney, 
melanoma, and liver cancers combined. More than half 
of all new cases are being diagnosed in former smok- 
ers, many of whom quit decades ago. Another 10 to 


15 percent have never smoked. With higher smoking 
rates than the civilian population, as well as increased 
exposure to Agent Orange, asbestos, beryllium, nuclear 
emissions, propellants, and other environmental tox- 
ins, veterans, especially those exposed to these car- 
cinogens during active duty, are at higher incidence and 
mortality risk. As veteran boomers enter their 60s, the 
decade when most diagnoses are made, the numbers of 
lung cancer cases will swell. Lung cancer usually re- 
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mains asymptomatic for 20 years or more. Given the 
many concerns about conditions during the Gulf War, 
a pilot screening program should pay particular atten- 
tion to veterans who served on those battlefields. 


Cancer Mortality Rates 
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High Mortality Rate 

Since Congress passed the National Cancer Act of 1971, 
the five-year survival rates for the three other most com- 
mon cancers — breast, prostate and colon — have risen to 
88 percent, 99 percent, and 65 percent, respectively. 
These greatly improved survival rates are reflective of the 
significant federal investment in research and early de- 
tection for those cancers and widely promoted screening 
tests (mammograms, PSA testing, and colonoscopies). By 
contrast, lung cancer research and early detection has 
been consistently underfunded and its five-year survival 
rate is still only 15 percent. Lung cancer is a slow-grow- 
ing cancer, the symptoms of which rarely become evident 
until late stage. Only 16 percent of lung cancers are being 
diagnosed at its earliest and most treatable stage. 

Impact on Military and Veteran Populations 

The Department of Defense (DOD) routinely distrib- 
uted free cigarettes and included cigarettes in K-rations 
until 1976. The 1997 Harris Report to VA documented 
a higher prevalence of smoking and carcinogenic ex- 
posure among the military, with estimated costs to VA 
and TRICARE of billions of dollars per year. More 
than 70 percent of Vietnam veterans have smoked, 
twice the rate of 35 percent for civilians who ever 
smoked. Asbestos on submarines, Agent Orange, Gulf 
War battlefield emissions, and other toxins are also car- 
cinogenic factors that add to the overall exposure bur- 


den. A 2004 report by the Health Promotion (HPDP) 
of the Institute of Medicine, titled “Veterans and Agent 
Orange: Length of Presumptive Period for Association 
Between Exposure and Respiratory Cancer,” con- 
cluded that the presumptive period for lung cancer is 
50 years or more. Another HPDP report in 2005, 
“Gulf War and Health, Volume 3, Fuels, Combustion 
Products and Propellants,” concluded sufficient evi- 
dence existed for an association with lung cancer. 

Given that lung cancer is an indolent cancer that takes 
decades to develop, the burden of treatment will fall 
most heavily on VA. Without screening, more than 70 
percent of lung cancer is being diagnosed at late stage 
and most will die within a year. Late-stage lung cancer 
is twice as costly to treat as early stage. 

The DOD and Cancer Research 

In 1991, Congress initiated the Congressionally Di- 
rected Medical Research Program (CDMRP). From FY 
1992 to FY 2007, appropriations have totaled $4.36 
billion, including $2.1 billion for breast cancer re- 
search, $810 million for prostate cancer, $111.7 mil- 
lion for ovarian cancer, and $22 million for leukemia. 
Smaller, miscellaneous amounts have been occasion- 
ally earmarked for other cancers. In 2005, lung cancer 
biomarker research received $1 million in funding. 

In the DOD FY 2009 appropriations bill, Congress es- 
tablished a line-item lung cancer research program under 
the CDMRP and appropriated $20 million for FY 2009. 
The report notes, “military personnel have heightened 
exposure to lung cancer carcinogens” and states that for 
the new program “priority shall be given to the develop- 
ment of the integrated components to identify, treat, and 
manage early curable lung cancer.” 

Department of Energy and Lung Cancer 

Munitions plant workers have been routinely screened 
for lung cancer since the Worker Health Protection 
Program was authorized in the Department of Defense 
Authorization Act of 1993 and funded through the Of- 
fice of Environment, Safety and Health of the Depart- 
ment of Energy. Expansion of the program to more 
plants is being planned for FY 2009. 

Justification 

On October 26, 2006, the New England Journal of 
Medicine published the results of a 13 -year study on 
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screening for lung cancer with CT scanners of 31,500 
asymptomatic people at high risk. The study was car- 
ried out by multidisciplinary groups at 40 centers in 26 
states and 6 foreign countries. Lung cancer was diag- 
nosed in 484 participants, 85 percent at Stage I (versus 
16 percent nationally), and those treated promptly had 
10-year survival rates of 92 percent (versus the national 
5-year survival rate of 15 percent). The participants in 
the study, now expanded to 53 sites in the United States 
and 8 foreign countries, are still being followed to val- 
idate the data, and a new study on the diagnosis and in- 
terrelationship of chronic obstructive pulmonary 
disease is now in its second year. 

In March 2008, the National Comprehensive Cancer 
Network, which sets gold standard diagnostic and treat- 
ment guidelines, interceded in the screening debate and 
stated that those at high risk should enter a screening re- 
search program based on the International Early Lung 
Cancer Action Project (I-ELCAP) protocol. Collabo- 
rating with I-ELCAP would save VA the cost of “rein- 
venting the wheel,” receive training for its staff in the 
established protocols, and would have access to I- 
ELCAP’s 50,000 scan data base to make the VA pilot 
study more robust. 

2007 Legislative History 

On August 2, 2007, the Senate passed S. Res. 87, ex- 
pressing the sense of the Senate that the President 
should declare lung cancer a public health priority and 
implement a comprehensive interagency task force to 
reduce the mortality rate for lung cancer by 50 percent 
by 2015. The resolution specifically cited the serious 
problems of tobacco addiction and exposure among 
military personnel and veterans, and called for the 
DOD and VA to develop a lung cancer screening and 
disease management program. 

On November 13, 2007, the House of Representatives 
passed H. Res. 335, which also cited concerns about 
lung cancer risk among the military and supported the 
development of a screening program for the military 
and veterans. 

In addition, Senate Report 110-85 on FY 2008 Ap- 
propriations for Military Construction and Veterans 
Affairs and Related Agencies included the following 
language: 


Lung Cancer Screening — The Committee encour- 
ages the Secretary of Veterans Affairs to institute a 
pilot program for lung cancer screening, early di- 
agnosis and treatment among high-risk veteran 
populations to be coordinated and partnered with 
the International Early Lung Cancer Action Pro- 
gram and its member institutions and with the des- 
ignated sites of the National Cancer Institute’s 
Lung Cancer Specialized Programs of Research Ex- 
cellence. The Department shall report back to the 
Committee on Appropriations within 90 days of 
enactment of this act, on the viability and plans to 
institute a program of this nature. 

2008 Legislative History 

On June 28, Sens. Dianne Feinstein and Chuck Hagel 
introduced S. 3187, authorizing the priority status 
called for in the House and Senate resolutions, setting 
a goal of a 50 percent mortality reduction by 2015 and 
requiring the Secretaries of Health and Human Serv- 
ices, the DOD, and VA to collaborate on a compre- 
hensive plan of coordinated action to achieve that goal. 
Specifically, VA was directed to implement, with the 
DOD, an early detection and disease management pro- 
gram for veterans whose smoking history and expo- 
sure to carcinogens during active duty have increased 
their risk for lung cancer. 

On September 30, 2008, the President signed into law 
(P.L. 110-329) the FY 2009 DOD appropriations bill 
contained in H.R. 2638, which established in law a 
new Lung Cancer Research Program with a $20 mil- 
lion appropriation for FY 2009 with report language 
citing the higher exposure of the military to carcino- 
gens and specific instructions that priority be given to 
“the development of the integrated components to 
identify, treat and manage early curable lung cancer.” 


Recommendation: 

VA should request and Congress should appropriate at 
least $3 million in FY 2010 to conduct a pilot screen- 
ing program for veterans at high risk of developing 
lung cancer based on collaboration with the Interna- 
tional Early Lung Cancer Action Program and should 
explore the most effective way to partner with the De- 
partment of Defense on its early detection program. 
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Women Veterans Health and Health-Care programs: 

The number of women veterans coming to the Department of Veterans Affairs for health-care 
services is expected to double within two to four years. VA must reevaluate its programs and services 
for women veterans to ensure that consistent comprehensive, quality women’s health services 
are delivered across the continuum of care at all VA facilities. 


W omen have played a vital part in the military serv- 
ice since the birth of our nation. In the past 50 
years their roles, responsibilities, and numbers have sig- 
nificantly increased. Current estimates indicate that there 
are 1.8 million women veterans comprising nearly 8 per- 
cent of the United States veteran population. 114 Accord- 
ing to the Department of Defense (DOD), women service 
members represent 15 percent of active duty forces, 10 
percent of deployed forces, and 20 percent of new re- 
cruits. Thus women are a very rapidly expanding segment 
of the veteran population. 115 

Historically, women have represented a small numerical 
minority of veterans who receive health care at VA facil- 
ities. However, if women veterans from Operation En- 
during Freedom/Operation Iraqi Freedom (OEF/OIF) 
continue to enroll at the current rate of 42.5 percent, it is 
estimated that the number of women using VA health- 
care services will likely double within two to four years. 116 
Because women will still remain a numerical minority in 
VA, the overall effect of these increases will be small — 
but the impact on the gender-specific programs and staff 
who serve the unique needs of women will be very heavy. 
Absent significant reforms, women veterans will be un- 
able to maintain their current level of access. VA’s women 
veterans program managers (WVPMs) are a key compo- 
nent to addressing the specialized needs of women veter- 
ans in the VA health-care system. The Independent 
Budget veterans service organizations (IBVSOs) were very 
pleased when VA announced in July 2008 that it would 
provide a full-time women veterans program manager at 
every VA medical center by December 1, 2008. We be- 
lieve, however, that a full-time WVPM should also be 
present at every large multispecialty community-based 
outpatient clinic (CBOC) and an alternate WVPM posi- 
tion formally assigned to cover responsibilities when the 
WVPM is unavailable to ensure continuity of services and 
care. We urge Congress to monitor the quarterly progress 
reports regarding the implementation of full-time WVPM 
positions throughout the system. 

As noted, women who served in the global war on ter- 
rorism make up an important and growing segment of 
the veteran population. During the past five years, 42.5 
percent of women veterans who served in OEF/OIF and 


separated from military service have used VA health-care 
services, and of that group 45.6 have visited 2-10 
times. 117 The top three diagnostic categories that brought 
these veterans to VA care were diseases of the muscu- 
loskeletal system and connective tissue; mental disorders; 
and signs, symptoms, and ill-defined conditions. 118 The 
IBVSOs are pleased that VA is attempting to address the 
needs of women returning from combat theaters. How- 
ever; the health consequences of service by women in a 
combat theater are still largely unknown because no long- 
term women’s health studies have been conducted that 
focus on these unique issues. Rare events, such as cancers 
and birth defects, cannot be investigated without a dedi- 
cated, longitudinal women’s health study that has ade- 
quate sample size and a representative population. The 
current deployments provide a unique opportunity to ad- 
dress these important questions, and we strongly urge 
that VA and Congress oversee and ensure that these re- 
search studies are completed and appropriately translated 
into VA policy and programs. 

Women veterans who use VA health care are younger 
than men, averaging 49.5 years as compared to 61 years, 
respectively. 119 Additionally, more than 85 percent of 
women who served in OEF/OIF are under the age of 
40. 120 According to VA researchers women veterans are 
three times more likely to use fee-basis care, are more 
likely to have substantial mental health comorbidity, have 
a greater overall disease burden, and use outpatient serv- 
ices more heavily than men, especially middle-aged 
women and those with comorbid mental health condi- 
tions. In addition, women are much more likely to have 
experienced sexual trauma while serving in the military, 
which has been shown to have significant long-term ef- 
fects on burden of illness and health-care utilization. 121 
These demographic changes and patterns of utilization 
along with the dramatic increases in women veterans’ en- 
rollment in VA health care will challenge VA resources 
and service delivery systems. 

Despite the increasing number of women coming to VA 
for health care, historically, women veterans have been 
underserved. VA indicates that market penetration for 
men has remained steady at 22 percent with market pen- 
etration for women now at nearly 15 percent nationally 
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(up from 1 1 percent). 122 VA accounts for the recent rise in 
women veteran market penetration rates from 1 1 percent 
to 15 percent as an effect of the increasing numbers of 
women veterans from the OEF/OIF population who are 
seeking care at VA. 123 Although the IBVSOs are pleased 
that more women are choosing VA as their preferred 
health-care provider, we would like to see higher market 
penetration rates for women equal to that of their male 
counterparts. VA should begin with targeted outreach to 
women veterans who are receiving VA disability com- 
pensation benefits but who are not enrolled in the VA 
health-care system. Research has shown that women who 
do not utilize VA health care experience a number of bar- 
riers to accessing VA care, the most significant ones being 
lack of knowledge about eligibility and benefits and the 
perception that VA’s health-care system is not “welcom- 
ing” to them. The IBVSOs agree with VA researchers that 
these results warrant further study to better understand 
women’s reasons for seeking care elsewhere and urge VA 
to increase efforts to increase overall market penetration 
for women veterans. 

The VA system was designed to provide health care to the 
predominantly male population it has traditionally 
served. Despite concerted efforts by the Department, pri- 
vacy and safety issues have not been fully resolved to date. 
In 2003, VA issued Handbook 1330, and mandated min- 
imum levels of women’s health services to be provided by 
each VA facility, independent clinic, and CBOC: Unfor- 
tunately, a loophole exists in this policy that states that 
these services shall be provided “where feasible.” How- 
ever, quality of care measures for both cervical cancer 
screening and breast cancer screening ensured that at least 
some gender-specific care is provided to women veterans 
at each Veterans Health Administration (VHA) facility. 
Today, women are receiving services in a variety of clinic 
settings, including physically separate, specialized com- 
prehensive women’s centers, partially integrated gender- 
neutral primary care settings, and gender-specific care as 
separate clinic stops. The IBVSOs urge VA to also explore 
“virtual” women’s clinics to help reduce barriers to care. 
Many younger women coming to VA work and are pri- 
mary caretakers of children and parents and often find it 
difficult to maintain their health. Many new technologies 
are now available that can help reduce travel times to ap- 
pointments for established patients to continue mainte- 
nance of their health. 

The availability and the quality of this care vary widely 
across the VA health system, creating inequities in qual- 
ity and service levels. Today’s reality is that women vet- 
erans cannot be assured that their needs will be 


consistently met. In FY 2006, VHA survey results indi- 
cated that facilities were using the following models for 
provision of care to women veterans: 

• Separate women’s health centers providing com- 
prehensive, multidisciplinary care that includes pri- 
mary care, gender-specific care, mental health 
services, and surgical services (i.e., breast clinic or 
gynecology/colposcopy clinic) within a designated 
space (14 percent); 

• Separate women’s health centers providing primary 
care and gender-specific care within a designated 
space (19 percent); 

• Separate gender-specific and/or gynecology clinics, 
with primary care provided in a designated women’s 
primary care team within the facility (8 percent). 

• Separate gender-specific and/or gynecology clinics, 
with primary care provided in mixed-gender primary 
care teams within the facility (43 percent); and 

• Integrated gender-specific and primary care provided 
in mixed-gender primary care teams within the facil- 
ity (16 percent). 

Women’s health care in the private sector is also some- 
what fragmented; however, the IBVSOs believe VA 
should create a national model for delivery of compre- 
hensive women’s health care through complete women’s 
health-care, education, and research programs, just as it 
took the lead in developing the best geriatric health-care 
delivery system for older veterans using VA services. VA 
women’s health researchers have also examined which 
models of care deliver better quality care and patient sat- 
isfaction. Results clearly indicate that women veterans are 
significantly more satisfied with women’s health 
providers, especially when care is provided by a gender- 
specific clinic, than they are with care in mixed-gender 
primary care clinics. When examining the question of 
provider gender as a factor in satisfaction with care, 
women prefer a provider who has expertise in women’s 
health over a nonexpert, female provider. However, the 
highest satisfaction ratings are obtained when providers 
combine the characteristics of primary care/women’s 
health expertise and female gender. Given these findings, 
the IBVSOs strongly support VA’s initiative to provide 
training to VA clinical staff to increase their expertise in 
women’s health care. VA also needs to increase its efforts 
to identify, recruit, retain, and educate clinicians who are 
proficient and interested in treating women veterans. VA 
should have at least one provider with women’s health- 
care expertise at every VA medical facility. One way to 
accomplish this goal would be to establish Women Vet- 
erans Research, Education, and Clinical Centers. 
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The 2008 Congressionally directed “report card” for VA 
looked at measurements of quality, safety, timeliness, ef- 
ficiency, and “patient-centeredness” within the VA health- 
care system. Although the overall report gave the 
Department high marks, the IBVSOs were distressed to 
learn that VA performance data revealed that women vet- 
erans lag behind their male counterparts in some quality 
measures and that there are disparities in treatment and 
satisfaction based on gender or ethnic background. Sig- 
nificant gender differences in provision of clinical pre- 
vention measures and mental health screenings were 
identified. 124 VA has indicated that it is currently work- 
ing to address the identified health-care disparities faced 
by women veterans and will devote additional resources 
and attention to this problem until it is resolved. 125 How- 
ever, to give the IBVSOs, veterans, and other stakehold- 
ers’ confidence that health-care quality and access issues 
are being addressed, VA should begin to provide Veter- 
ans Integrated Service Network (VISN) and facility-level 
quarterly performance reports that are stratified by gen- 
der and report them in an easily accessible, public, and 
transparent manner. VA has been lauded for the overall 
quality of its health-care services. All veterans should be 
active and engaged partners in their health care. Veterans 
should be able to compare the quality of their VHA 
health-care services with the care of other public and pri- 
vate health-care providers. In order to ensure the highest 
quality of care, veterans and other stakeholders must 
have easy access to publically reported performance 
measurement data. 

The women veteran population is predominantly pre- 
retirement and of child-bearing age; therefore, birth de- 
fects and potential exposure to teratogenic agents (which 
cause developmental deformities) must be addressed as a 
critical health-care quality and safety issue for women 
veterans. VA health-care providers should routinely ques- 
tion women about sexual function and reproductive is- 
sues and be knowledgeable about health promotion, 
disease prevention, and current issues related to women’s 
health and treatment regimes. VA health-care providers 
should make every effort to reduce unnecessary exposure 
to radiation and pharmaceutical teratogens. VA should 
facilitate providers’ ability to identify compounds associ- 
ated with an increased risk of birth defects (teratogens) 
and immediately revise the pharmacy package to provide 
alerts for potential teratogens prescribed to women vet- 
erans under 50 years old. The IBVSOs strongly believe 
that VA must immediately add functionality to its elec- 
tronic health record pharmacy package so that providers 
receive alerts concerning potential teratogenicity of phar- 
maceuticals being provided, and alternative choices can 


be offered to women. Equally critical is that every VA fa- 
cility should have the ability to obtain an urgent beta- 
HCG pregnancy test so that health-care decisions can be 
made swiftly without endangering the veteran or fetus. 
In addition, women veterans should be offered a sexual 
function and safe-sex-practices screen annually. 

Women veterans are often the primary caregivers in their 
families and extended families. Therefore, VA health-care 
providers need to be sensitized to the significant health- 
care access barriers women face as often unmarried em- 
ployed heads of households, parents, and caregivers. The 
IBVSOs recommend that VA develop a pilot program to 
provide child care services for veterans who are the pri- 
mary caregivers of children, while they receive intensive 
health-care services for post-traumatic stress disorder 
(PTSD), mental health, and other therapeutic programs 
requiring privacy and confidentiality. 

Given the increasing role of women in combat theaters 
and the percentage of OEF/OIF women veterans coming 
to VA for health care, access to quality mental health 
services is critical. 126 These issues are especially impor- 
tant for women who deployed to a combat theater or 
those who suffered sexual trauma during military serv- 
ice. According to VA, in FY 2007, 22.2 percent of 
women and 1.3 percent of men reported military sexual 
trauma (MST) when screened. However, the IBVSOs 
note that the size of each clinical population 
(men/women) that reports MST is actually similar: 
45,570 women and 47,764 men, respectively. 127 VHA 
staff needs to be sensitive and knowledgeable and rec- 
ognize the importance of environment of care delivery 
when evaluating veterans for their physical and mental 
health conditions. We encourage the VHA to develop 
na MST provider certification program, guarantee at 
least 50 percent protected time for MST coordinators to 
devote to position responsibilities, provide separate/se- 
cure women’s subunits for inpatient mental health and 
residential services, and improve coordination with the 
DOD on transition of women veterans, especially those 
with complex behavioral health needs. 

In 2007, VA’s National Center for PTSD published the 
first-ever randomized controlled trial to assess PTSD 
treatment for active duty and veteran women. In the 
study the women who received prolonged exposure ther- 
apy had a greater reduction of PTSD symptoms than 
women who received present-centered therapy. Addi- 
tionally, the prolonged exposure group was more likely 
than the present-centered therapy group to no longer 
meet the criteria for a diagnosis of PTSD and achieve total 
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remission. However, mental health experts report that 
these case-intensive treatments are not universally avail- 
able at VA medical centers (VAMCs) nationwide. This 
study documented the importance of spreading this evi- 
dence-based practice throughout VA’s system. The IBV- 
SOs are pleased that VA has developed a program to train 
its mental health providers to provide the most effective 
treatment for PTSD due to sexual trauma and combat 
trauma and is examining how best to address complex 
combat and MST issues. 128 However, further expansion 
of these training programs is still needed. 

The IBVSOs also urge VA to concentrate on improving 
services for women with serious physical disabilities, such 
as spinal cord injury, amputations, and blindness. The 
physical space, size of examination rooms, the need for 
specialized equipment, overall setting, and safety issues 
should be evaluated throughout the VA health-care sys- 
tem. Additionally, all VA’s specialized services, including 
those for polytrauma rehabilitation and transitional cen- 
ters, substance-use disorders, homelessness, domestic vi- 
olence, and postdeployment readjustment counseling, 
should be evaluated to ensure women have equal access. 

The IBVSOs remain concerned about the fragmentation 
of care and disparities in care that exist for women 
using the VA health-care system. According to VA, 5 1 
percent of women veteran VA who use the VA system 
split their care across VA and non-VA systems of care. 129 
Additionally, a substantial number of women veterans 
receive care in the community via fee-basis and contract 
care, and little is known about the quality of that 
care. 130 For these reasons, we believe studies are needed 
that evaluate the quality of care delivered and that VA 
should improve its case management and care coordi- 
nation programs for women veterans, especially for 
those with comorbid mental health conditions. VA 
should also assess care and develop a plan to enhance 
the provision of integrated primary care, specialty care, 
and readjustment and mental health services for women 
veterans. Finally, collaborative care models incorporat- 
ing mental health providers should be piloted in the am- 
bulatory care clinics where women receive their care. 

Summary 

As the population of women veterans undergoes expo- 
nential growth in the next decade, VA must act now to 
prepare to meet the specialized needs of women who have 
served. Overall, the culture of VA needs to be transformed 
to be more inclusive of women veterans and must adapt 
to the changing demographics of its women veteran 


users — taking into account their unique characteristics as 
young working women with child care and elder care re- 
sponsibilities. VA needs to ensure that women veterans’ 
health programs are enhanced so that access, quality, 
safety, and satisfaction with care are equal for women 
and men. We see the need for VA to reevaluate its pro- 
grams and services for women veterans and to increase at- 
tention to a more comprehensive view of women’s health 
beyond reproductive health needs to include examining 
cardiac care, breast cancer, osteoporosis, and colorectal 
cancer in women. A plan should be established that ad- 
dresses the increased overall demands on ambulatory 
care, hospital and long-term care, gender-specific services, 
and mental health programs recognizing the unique and 
often complex health needs of women veterans. Mental 
health integration into primary care is also essential for 
provision of comprehensive women’s health care. 

Implementation of full-time WVPMs in every VAMC and 
large multispecialty CBOC, training to increase staff 
knowledge of the state-of-the-art in women’s health, and 
mental health care and treatment should be fully realized 
this year. Women should have access to comprehensive 
primary care services from competent providers, includ- 
ing gender-specific care, at every VA facility. The IBVSOs 
also recommend that VA focus on improving services for 
women with serious physical disabilities and focus its 
women’s health research agenda on a longitudinal health 
study of women who served in Afghanistan and Iraq. 
Such a study could prove invaluable as a source of infor- 
mation to help VA address a growing burden in the care 
of women who serve. In order to become a leader in 
women’s health care and ensure that these goals are 
reached, VA should establish a new program of Women 
Veterans Research, Education, and Clinical Centers of 
Excellence. 


Recommendations: 

VA should conduct a comprehensive assessment of its 
women veterans’ health programs and report the findings 
to Congress, along with an action plan to improve qual- 
ity and reduce disparities in health-care services for 
women receiving VA care. The Government Accounta- 
bility Office should review and report to Congress on the 
results of VA’s assessment. 

VA should redesign its women veterans care-delivery 
model and establish an integrated system of health-care 
delivery that covers a comprehensive continuum of care 
and serves as a best practice in the field. 
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VA should adopt a policy of transparent information 
sharing and initiate quarterly public reporting of all qual- 
ity, access, and patient satisfaction data, including a report 
on quality and performance data stratified by gender. 

VA should ensure that women veterans have access to 
comprehensive primary care services (including gender- 
specific care) at every VA facility. Collaborative care mod- 
els incorporating mental health providers into women 
veterans’ primary care teams should become the norm 
rather than the exception. 

VA should implement and support at least one full-time 
women veterans program manager in women’s health 
at every VA medical center and large multispecialty 
community-based outpatient clinic. 

VA should fund a prospective, longitudinal long-term re- 
search study of the health consequences of women vet- 
erans’ service in Afghanistan and Iraq. The research 
should include both telephone surveys and periodic 
health examinations of deployed and nondeployed 
women veterans. 

VA should complete and report to Congress its compre- 
hensive study of the barriers to health care experienced by 
recently discharged women veterans. The study should 
explore the perceptions and experiences of women who 
have tried to access health-care services at VA facilities. 

VA health-care providers should make every effort to re- 
duce women’s unnecessary exposure to radiation and 
pharmaceutical teratogens. VA should facilitate providers’ 
ability to identify compounds associated with an in- 
creased risk of birth defects and immediately revise the 
pharmacy package to provide alerts for potential terato- 
gens to prescribe to women veterans less than 50 years 
of age. Women veterans should be offered a sexual func- 
tion and safe-sex-practices screen annually. 

VA’s sexual trauma programs should be enhanced by re- 
quiring consistent training and certification of health-care 
personnel across all medical and mental health disciplines 
on techniques for screening women at risk for military 
sexual trauma, effective care and treatment options, and 
evidence-based clinical practice guidelines for sexual 
trauma survivors. 

VA should develop a pilot program to provide child care 
services for veterans who are the primary caregivers of 
children, while they receive intensive health-care serv- 
ices for post-traumatic stress disorder, mental health, 


and other therapeutic programs requiring privacy and 
confidentiality. 

VA should assess and develop a plan to enhance the pro- 
vision of integrated readjustment and related mental 
health-care services for women veterans at VA’s facilities, 
including Vet Centers. 

VA should concentrate on improving services for women 
with serious physical disabilities and evaluate all VA’s spe- 
cialized services to ensure women have equal access to 
these programs. 

VA’s Women Veterans Advisory and Minority Veterans 
Advisory Committees should include veterans who served 
in Afghanistan or Iraq. 

VA should expand its continuing and graduate medical 
education programs for women’s health. 

VA should establish a new program of Women Veterans 
Research, Education, and Clinical Centers modeled after 
the Geriatric Research, Education, and Clinical Centers. 
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Ending Homelessness among Veterans: 

The Department of Veterans Affairs must expand and enhance its homeless veteran 
assistance programs, including preventative services, to help end and prevent 
homelessness among America’s veterans. 


V eterans are at a greater risk of becoming homeless 
because of many factors, including health problems, 
extremely low or no livable income due to unemployment 
or nontransferable skills, and a shortage of safe, afford- 
able housing. Prior to becoming homeless, a large num- 
ber of veterans at risk of homelessness have struggled 
with post-traumatic stress disorder (PTSD) or have ad- 
dictions acquired during or worsened by their military 
service. At least 45 percent of homeless veterans suffer 
from mental illness, and more than 50 percent have sub- 
stance-abuse problems. Many are dually diagnosed, 
which especially challenges existing service-delivery sys- 
tems. 

While most veterans currently homeless served during 
prior conflicts or in peacetime, the newest generation of 
combat veterans of Operation Enduring Freedom and 
Iraqi Freedom (OEF/OIF), both men and women, are re- 
turning home and suffering from postdeployment read- 
justment issues and other war-related conditions, 
including traumatic brain injury, which may put them at 
risk for homelessness. The evolving gender mix of the mil- 
itary — women representing 15 percent of the military 
population — will pose new challenges for the nation’s 
support system for returning veterans and their families. 
Some women veterans are reporting serious trauma his- 
tories related to combat exposure and/or episodes of 
physical harassment and/or sexual assault while serving 
in the military. VA and homeless veteran service providers 
are also seeing increased numbers of veterans with chil- 
dren seeking their assistance. 

Mental and physical health problems in addition to the 
absence of transferable work skills can interrupt veter- 
ans’ ability to keep a job, find a home, establish savings, 
and, in some cases, maintain family stability. Veterans’ 
family, social, and professional networks may have been 
broken as a result of extensive mobility while in military 
service or lengthy periods away from their hometowns 
and their civilian jobs. Oftentimes these problems are di- 
rectly traceable to their experience in military service or 
to their return to civilian society without appropriate 
transitional support. 

Most Americans believe our nation’s veterans are well 
supported, but, in fact, many go without the services they 

116 Independent Budget • Fiscal Year 2010 


require and are eligible to receive. According to a Con- 
gressional staff analysis of 2000 U.S. Census data con- 
ducted in 2005, 1.5 million veterans — nearly 6.3 percent 
of the nation’s veteran population — have incomes that 
fall below the federal poverty level, including 634,000 
with incomes below 50 percent of poverty level. Neither 
VA nor its state and county equivalents are adequately 
funded to fully respond to these veterans’ health, housing, 
and supportive services needs. Moreover, community- 
based and faith-based service providers also lack suffi- 
cient resources. 

VA estimates 300,000 veterans will experience home- 
lessness at some point during the year. The VA’s Health 
Care for Homeless Veterans program serves about one- 
third of this population. Community-based organizations 
serve approximately one-third of those in need. The re- 
maining one-third of the homeless veteran population 
fails to receive the help they need to transition out of 
homelessness and reenter society as productive citizens. 
Likewise, other federal, state, and local public agencies — 
notably housing agencies and health departments — are 
not adequately responding to the housing, health-care, 
and supportive services needs of these vulnerable veter- 
ans. Indeed, it appears veterans fail to register as a target 
group for these agencies in many communities. 

VA reports nearly 3,000 OEF/OIF homeless veterans 
were treated at VA medical centers over the past four 
years, and, of that number 1 1 percent were women. Most 
likely, increasing numbers of this new generation of war 
veterans will be coming to VA and community-based 
homeless veteran service provider organizations to seek 
services, such as health care, substance abuse prevention, 
disability compensation, vocational rehabilitation, af- 
fordable housing, employment training, and job place- 
ment assistance. Poverty, lack of support from family and 
friends, and unstable living conditions in overcrowded or 
substandard housing may be factors contributing to these 
veterans’ need for assistance. 

With greater numbers of women serving in combat op- 
erations, along with increased identification of and a 
greater emphasis on care for victims of sexual assault and 
trauma, new and more comprehensive services, housing, 
and child care services are needed. Furthermore, in the 
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next 10 years, significant increases in services over current 
levels will be needed to serve aging Vietnam veterans suf- 
fering from chronic mental health problems. 

According to the VA 2007 Community Homelessness As- 
sessment, Local Education and Networking Groups re- 
port, there were an estimated 154,000 veterans who were 
homeless on any given night. This estimate of homeless 
veterans is down 21 percent from the 2006 estimate and 
represents a 40 percent reduction since 2001. VA stated 
the decrease was due in part to its partnership with com- 
munity-based homeless veteran service providers and 
provides evidence that its programs to help homeless vet- 
erans are effective. 

The Department of Housing and Urban Development 
reported in its 2007 Annual Homelessness Assessment 
Report to Congress that there had been a 30 percent re- 
duction in chronic homelessness over the past two 
years. Among the 1.6 million people who were home- 
less and found shelter during 2007, 13 percent were 
veterans. The authors of the report attributed the re- 
duction in homelessness to the effectiveness of sup- 
portive housing. 

If the trend toward reducing the number of homeless vet- 
erans is to continue, more funding is needed for sup- 
portive services and housing options to ensure veterans 
who served prior to the conflicts in Afghanistan and Iraq 
will continue to take control of their lives and live as pro- 
ductive, self-sufficient citizens. Additionally, increased ap- 
propriations to VA homeless veteran assistance programs 
will help prevent homelessness among the newest gener- 
ation of combat veterans from Operations Enduring and 
Iraqi Freedom. With the help of Congress, VA will be able 
to develop a coordinated approach to reduce, eliminate, 
and ultimately prevent homelessness among all of Amer- 
ica’s veterans. 


Recommendations: 

Congress should increase appropriations for the VA Med- 
ical Services Account to strengthen the capacity of the VA 
Health Care for Homeless Veterans programs; enable VA 
to increase its mental health and addiction service ca- 
pacity; and enable VA to increase vision and dental care 
services to homeless veterans as required by law. 

VA should improve its outreach efforts to help ensure 
homeless veterans gain access to VA health and benefits 
programs. 


Congress should authorize and appropriate funds for 
competitive grants to community-based, faith-based, and 
public organizations to provide health and supportive 
services to formerly homeless veterans placed in perma- 
nent housing. 

Congress should increase appropriations for the Homeless 
Veterans Reintegration Program to the authorized level of 
$50 million. Funded by the U.S. Department of Labor Vet- 
erans Employment and Training Service, HVRP is the only 
federal program wholly dedicated to providing employ- 
ment assistance to homeless veterans and provides com- 
petitive grants to community-based, faith-based, and 
public organizations to offer outreach, job placement, and 
supportive services to homeless veterans. 

Congress should increase appropriations for the Veter- 
ans Workforce Investment Program. Funded by the DOL, 
VWIP provides competitive grants to states geared to- 
ward training and employment opportunities for veterans 
with service-connected disabilities, those with significant 
barriers to employment (such as homelessness), and re- 
cently separated veterans. 

Congress should establish a Veterans Work Opportunity 
Tax Credit program. The program would incentivize the 
hiring of homeless veterans by providing employers a tax 
credit equal to a percentage of the wage paid to the home- 
less or other low-income veterans. 

Congress should increase the authorization level of and 
appropriations for the VA Homeless Provider Grant 
and Per Diem (GPD) program to $200 million to meet 
the need for additional transitional housing and serv- 
ice center programs assistance. GPD provides compet- 
itive grants to community-based, faith-based, and 
public organizations to offer transitional housing or 
service centers for homeless veterans. Special needs 
grant funding under this program should increase for 
women veterans, frail and elderly veterans, veterans 
with chronic mental illness, and those who are termi- 
nally ill. 

Congress should revise the GPD payment program to 
allow payments to be related to service costs rather 
than a capped rate. Grantees should be allowed to use 
GPD funds, both in capital development projects and 
operating per diem payments, as a match to any other 
federal grant source. Grantees should also be allowed 
to use other available sources of income besides the 
GPD program to furnish services to homeless veterans. 
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Congress should establish additional domiciliary care 
capacity for homeless veterans, either within the VA 
system or via contractual arrangements with commu- 
nity-based providers when such services are not avail- 
able within VA. 

Congress should provide and appropriate funding for an 
additional 20,000 Section 8 vouchers for the HUD-Vet- 
erans Affairs Supportive Housing Program, which pro- 
vides permanent housing subsidies and case management 
services to homeless veterans with mental and addictive 
disorders, by appropriating additional funds for addi- 
tional housing vouchers targeted to homeless veterans. 

Congress should require applicants for Department of 
Housing and Urban Development McKinney-Vento 
homeless assistance funds to develop specific plans for 
housing and services to homeless veterans. Organizations 
receiving these assistance funds should screen all partic- 
ipants for military service and make referrals as appro- 
priate to VA and homeless veteran service providers. 
Congress should authorize and appropriate funds for a 


targeted permanent housing assistance program to pre- 
vent homelessness among low-income and formerly 
homeless veterans. 

Congress should assess all service members separating 
from the armed forces to determine their risk of home- 
lessness and provide life skills training to help them avoid 
homelessness. 

Congress should ensure VA facilities — in addition to cor- 
rectional, residential health care, and other custodial fa- 
cilities receiving federal funds (including Medicare and 
Medicaid reimbursement) — develop and implement poli- 
cies and procedures to ensure the discharge of persons 
from such facilities into stable transitional or permanent 
housing and appropriate supportive services. Discharge 
planning protocols should include providing information 
about VA resources and assisting persons in applying for 
income security and health security benefits (such as Sup- 
plemental Security Income, Social Security Disability In- 
surance, VA disability compensation and pension, and 
Medicaid) prior to release. 




LONG-TERM-CARE ISSUES 

VA Long-Term-Care Issues 

The VA Office of Geriatrics and Extended Care is responsible for meeting the diverse 
long-term-care (LTC) needs of America’s aging veteran population. To fulfill this responsibility, 
the Department of Veterans Affairs must follow Congressional mandates and 
be responsive to organizations that represent veterans. 


The Aging of America’s Veterans 

Changes in age composition of the veteran population 
will affect the needs and demand for VA health care. 
Further, medical care needs are not evenly divided 
among age groups in the population such that the pro- 
jected long-term-care cost tends to rise sharply with age. 

VA estimates there are 23,442,000 131 veterans living in 
the United States today, with more than half (12.6 mil- 
lion) 60 years and older. Prior estimates indicated vet- 
erans age 85 years and older would peak at 1.3 million 
by 2012. Notably, the segment of the veteran popula- 


tion age “85 or older” is projected to increase 110 per- 
cent between 2000 and 2020. 132 However, some cur- 
rent estimates indicate that this wave of 1.3 million of 
the eldest segment of the veteran population has al- 
ready arrived. Historically, only a subset of the total 
veteran population has enrolled for VA medical care 
benefits and census statistics show a steady decline of 
the total veteran population over the next 20 years. 
However, the subset of veterans enrolling to use the VA 
health-care system is growing. 

Based on a 2007 national survey 133 conducted by the 
Veterans Health Administration (VHA) on its enrolled 
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veteran population, the median age of enrollees was 63. 
Though 46 percent of the total enrolled veterans were 65 
years and older, their numbers have steadily increased 
from 1.6 million in 1999 to 3.3 million in 2007. Fur- 
thermore, while there is an expected increase in the num- 
ber of enrolled veterans aged 65 or older in the next 
decade, nearly 60 percent of the increase is projected to 
be among veterans aged 85 or older. Most striking is that 
the enrollment of all veterans aged 85 and older is pro- 
jected to grow from 20 percent to 51 percent by 2013. 

Historical trends show only about two-thirds of all en- 
rolled veterans actually seek care from VA. Those who 
do not seek care do so for a variety of reasons such as 
having other private or public health-care coverage. In 
addition to age, another key driver for the demand for 
VA medical care is the reliance and dependence of en- 
rolled veterans on the VA health-care system. Over the 
past few years, the rate of the total number of unique 
veteran patients who have sought care from VA has 
slowed, but is projected to peak in 2012. Furthermore, 
the increasing reliance on VA care of the aging World 
War II and Korean War veteran, median ages 83 and 76, 
respectively, as well as the increased use of pharmaceu- 
ticals to manage chronic conditions, is changing the de- 
mand for VA health-care services. 134 Interestingly, the 
largest cohort of the VA enrollee population is Vietnam- 
era veterans with a median age of 60. Findings based 
on the 2001 National Survey of Veterans published in 
Military Medicine , 135 indicate veterans under age 60 
who served in Vietnam had worse self-reported health 
and higher rates of stroke than those who served else- 
where during that time. Vietnam veterans 60 years and 
older had poor self-rated health and a higher risk for 
cancer than their peers. Many facilities are now begin- 
ning to see Vietnam veterans in need of long-term-care 
(LTC) services. 

VA’s long-standing goal has been to provide a full spec- 
trum of LTC services to eligible veterans. This oldest 
segment of the veteran population has had, and will 
continue to have, an increasing demand for VA health- 
care services, particularly those services focused on 
long-term care. With the influx of returning Operations 
Enduring and Iraqi Freedom (OEF/OIF) veterans with 
severely disabling conditions such as traumatic brain 
injury, VA is challenged to meet their LTC needs, par- 
ticularly in the area of residential rehabilitation care. 
Moreover, OEF/OIF veterans place a high value on their 
independence, are physically strong, and are part of a 
generation that was socialized differently than their 
older counterparts were. Although there are genera- 


tional differences that pose unique challenge in the in- 
stitutional and LTC environment, there is a shared pref- 
erence to receive long-term care in noninstitutional 
settings, so they can stay connected with their commu- 
nity and loved ones. However, the success of such long- 
term care is critically dependent on the availability of 
local services and ability of veterans’ family and friends 
to assist in their care. Caregiver burden is common and 
frequently limits the ability of family and friends to pro- 
vide that assistance. Caregiving can also have signifi- 
cant negative consequences on the health and well-being 
of caregivers. The Independent Budget veterans service 
organizations (IBVSOs) believe programmatic changes 
can be applied, such as our recommendations from the 
“Family and Caregiver Support Issues Affecting Se- 
verely Injured Veterans” section of this Independent 
Budget. VA must move quickly to develop a compre- 
hensive strategic plan, as required by Congress, to ad- 
dress the LTC needs of America’s veterans. 

Continuing Concerns on VA’s Inadequate Planning 
for Long-Term Care 

In 2003, 2004, 2005, and 2006, the Government Ac- 
countability Office (GAO) examined various aspects 
of VA’s long-term-care programs at the direction of 
both the House and Senate Committees on Veterans’ 
Affairs. The reports, which continued to find limita- 
tions with VA long-term-care program data for plan- 
ning and oversight, remain a cause for great concern. 
In addition, the reports also describe access to a com- 
plete continuum of VA LTC services remains markedly 
variable from network to network. 

In its November 2004 report, 136 the GAO pointed out 
several problems that prevent VA from having a clear 
understanding of its program’s effectiveness. In a fol- 
low-up report 137 issued January 2006, the GAO reiter- 
ated the need for VA to estimate who will seek VA 
nursing home care and what their needs will be, to in- 
clude estimating the number of veterans that will be el- 
igible for nursing home care, based on law and VA 
policy, and the extent to which these veterans will be 
seeking care for long and short stays. 

To help ensure that VA can conduct adequate program 
monitoring and planning for nursing home care and to 
improve the completeness of data needed for Congres- 
sional oversight, the GAO recommended that VA col- 
lect data for community and state veterans’ nursing 
homes that is comparable to data collected on VA Com- 
munity Living Centers (formerly Nursing Home Care 
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Units), including short-stay post-acute needs or long-stay 
chronic. The GAO also recommended that VA collect 
data on the number of veterans in these homes that VA 
is required to serve based on the requirements of the Vet- 
erans Millennium Health Care and Benefits Act, P.L. 
106-117. VA’s position is that data other than eligibility 
and length of stay, such as age and disability, are “most 
crucial” for its long-term-care strategic planning and 
program oversight. To best serve the veteran patient 
population, the IBVSOs believe Congressional oversight 
is equally important to VA’s need to manage and plan 
for its long-term-care benefits package, particularly in 
light of shifting patient workload with 65 percent now 
being met by community and state veterans homes. 

VA has expanded its noninstitutional long-term-care 
programs, such as home-based primary care, but it has 
not changed its reporting conventions such that it asso- 
ciates a day of care in a community-based or home- 
based program with that of a day of care in a nursing 
home or other institutional setting. This type of data col- 
lection and reporting is not conducive to proper over- 
sight and may produce a distortion of activity or 
workload when in fact none may be present. VA’s re- 
sponse to the GAO’s 2004 report 138 that VA’s workload 
measurement for home-based primary care does not ac- 
curately reflect the amount of care received by veterans 
specifies a combination of workload measures for home- 
based primary care and other long-term-care programs 
beginning in FY 2005, including days enrolled in the 
program, the number of patients treated, and the num- 
ber of visits veterans receive. 

Congress has shown its concern about VA’s long-term- 
care planning, as evidenced by its rejection of VA’s pro- 
posals to halt construction and reduce per diem funding 
to state veterans homes and to repeal the nursing home 
capacity mandate under P.L. 106-117. Most recently, 
Congress expanded the authorities for state veterans 
homes in passing the Veterans Benefits, Health Care, and 
Information Technology Act of 2006. 139 The law re- 
quires VA to reimburse state veterans homes for the full 
cost of care for a veteran with a 70 percent or greater 
service-connected disability rating and in need of care 
for service-connected conditions. It also ensures that vet- 
erans with a 50 percent or greater service-connected dis- 
ability receive, at no cost, medications they need through 
VA. Moreover, not later than 180 days after its enact- 
ment, VA was required to publish a strategic plan for 
long-term care. 


In light of VA’s inability to meet mandated capacity re- 
quirements, coupled with its commitment to invest in al- 
ternative extended-care services, the IBVSOs are 
concerned about the delicate balance VA must achieve 
between institutional and noninstitutional long-term- 
care services to provide for veterans’ health-care needs. 
We believe that the information to be collected and re- 
ported be those that are necessary to support strategic 
planning and program management as well as policy de- 
cisions and budget formulation. 

Enrollee demand for long-term-care services, modeled 
by the VHA, lacks reliability, which led to a glaring 
gap in the Capital Asset Realignment for Enhanced Serv- 
ices (CARES) plan. Also, the limitation of this model 
was evidenced by VA’s request in 2005 outside the reg- 
ular appropriations process for an additional $1,997 bil- 
lion, of which $600 million was to be used to correct 
for the estimated cost of long-term care. One of the most 
important underlying assumptions needed for VA’s long- 
term-care planning model relates to understanding 
which enrollees choose to use VA extended-care services 
and why they make those choices. Until the necessary 
programmatic and patient population information is 
collected, validated, and analyzed, the IBVSOs believe 
VA will continue to struggle to effectively plan and pro- 
vide for the immediate and future long-term-care needs 
of America’s veterans. While VA can only advise Con- 
gress about the program requirements necessary to meet 
these needs, it is its duty to do so to the extent Congress 
is able to conduct proper oversight. VA should be the 
advocate for veterans’ long-term-care needs, not just the 
provider. 

VA’s Long-Term-Care Programs 

VA provides an array of noninstitutional (home and 
community-based) LTC programs designed to support 
veterans in their own communities while living in their 
own homes. Additionally, VA provides institutional 
(nursing home) care in three venues to eligible veter- 
ans and others as resources permit. VA provides nurs- 
ing home care in VA-operated nursing homes (now 
termed Community Living Centers (CLCs)), under 
contract with private community providers, and in 
state veterans homes. 

The long-term-care philosophy adopted by VA is to pro- 
vide services in the “least restrictive setting.” According 
to the VHA, 140 the aging veteran patient population will 
result in a 20-25 percent increase in use for both nurs- 
ing home and home- and community-based services 
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through 2012. The VHA currently concentrates just over 
90 percent of its long-term-care resources on nursing 
home care. However, among those veterans who receive 
long-term care from all sources, 56 percent receive care 
in the community. VHA’s experience with providing 
mandatory nursing home care in its CLCs to service- 
connected veterans rated 70 percent or higher suggests 
that only 60-65 percent will choose VHA-provided care 
primarily due to geographical considerations and cost. 
These findings support the increased projected use for 
long-term care through home- and community-based 
services. 

VA’s current policy to increase noninstitutional services 
is supported by veterans, their families, and by organi- 
zations that represent them. However, the reality is that 
VA’s own data forecast that demand for long-term-care 
services will increase over the next decade. Inevitably, 
thousands of veterans who are currently living in com- 
munity settings, with the support of VA’s noninstitu- 
tional services today, will need institutional services 
tomorrow. The IBVSOs believe the demand for VA nurs- 
ing home care is increasing, not just because of the grow- 
ing cohort of veterans 85 and older but also because of 
the complications related to the secondary conditions 
associated with military service that often present later 
in life. Accordingly, the IBVSOs are greatly concerned 
about VA’s inability to maintain its CLC capacity at the 
1998 level of 13,391 average daily census (ADC) as 
mandated by P.L. 106-117. In particular, the decrease in 
VA’s CLC capacity year after year makes it more difficult 
to reactivate VA nursing home beds to serve veterans in 
need of such care. 

Other equally disturbing issues exist that are aggravated 
by the continued decrease in CLC capacity along with 
the shift to provide institutional long-term care to com- 
munity nursing homes (CNH) and state veterans homes. 
For example, VA “partnership” with the State Veterans 
Home program is in essence two-fold: VA’s on-site in- 
spections to ensure quality of care in state veterans 
homes and per diem payment to the states as they care 
for their veterans’ long-term-care burdens. While provi- 
sions in P.L. 109-461 have enhanced this relationship, 
the majority of VA facilities continue to deny access to 
enrollment and to specialized VA care for residents of 
state veterans homes on the basis that the homes are re- 
sponsible for comprehensive care, not VA. Moreover, 
most VA medical centers do not refer enrolled veterans 
to state veterans homes even when one is located close 
to the veteran’s community, family, and friends. The lack 
of a true partnership between VA and state veterans 


homes affects the ability for veterans to receive patient- 
centric long-term care. 

In addition, VA has become highly efficient at convert- 
ing veterans it has placed in CNH to Medicaid status 
for payment purposes without establishing a formal tie 
to the Centers for Medicare and Medicaid Services 
(CMS) or with the states to oversee that unwritten pol- 
icy. Clearly, much work remains to be done in VA’s 
long-term-care program; however, Congress should 
conduct oversight and VA must maintain a safe margin 
of CLC capacity that will meet the needs of elderly vet- 
erans who can be expected to transition from VA’s non- 
institutional care programs to VA nursing home care 
in the near future. 

VA Institutional Long-Term-Care Services 

VA’s Community Living Center 
( formerly nursing home care units ) 

VA owns and operates 133 CLCs from Puerto Rico to 
Hawaii, which range in size from 20 to 240 beds. As 
mentioned previously, VA’s nursing home ADC has 
again dropped below that of the previous year. The pro- 
jected VA nursing home ADC for 2008 is 10,538. This 
number continues to reflect a steady downward trend in 
CLC capacity despite increased need for such services 
(see table below). 

VA’s national recognition as a leader in providing qual- 
ity nursing home care is being challenged by its own 
emphasis on post-acute care at the expense of main- 
taining CLC capacity. The IBVSOs believe this approach 
is short-sighted considering the increasing number of 
veterans most likely to need long-term care. Further, 
Congress has mandated that VA must maintain its CLC 
capacity at the 1998 ADC level of 13,391, but VA has 
not done so despite testifying in 2007 that it expects to 
sustain existing capacity in its own CLC. 141 The IBVSOs 
are concerned that the decrease in the number of long- 


LTC-ADC VA’s Community Living Center 
(Nursing Home) Care Program 

2008 

10,538 

2007 

10,926 

2006 

11,434 

2005 

11,548 

2004 

12,354 

1998 (PL 106-117 Mandate) 

13,391 

ADC Decrease from PL 1 06-1 1 7 Mandate: (2,853) 
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stay patients and the increase in the number of short- 
stay patients VA treats in CLCs will continue to drain 
needed capacity. However, VA has chosen to ignore the 
Congressional mandate without adequate justification, 
and, to date, Congress has chosen to look the other way. 

VA’s Community Nursing Home Care Program 
VA has contracts with more than 2,500 private CNHs 
located throughout the nation. In 2005, the ADC for 
VA’s CNH program represented 13 percent of VA’s total 
nursing home workload. VA’s CNH program often 
brings care closer to where the veteran actually lives, 
closer to his or her family and personal friends. Since 
1965, VA has provided nursing home care under con- 
tracts or purchase orders. The CNH Program has main- 
tained two cornerstones: some level of veteran choice 
in choosing a nursing home and a unique approach to 
local oversight of CNHs. 

The IBVSOs have ongoing concerns about the quality of 
contract community nursing home care in VA 142 and the 
abrogative relationship VA has with the veterans it places 
in CNHs. VA must do more to ensure that the quality of 
care in these facilities meets the highest standards and 
that VA remain the responsible party to facilitate med- 
ical information transfer and coordination of other VA 
benefits and services. Veterans and their families must be 
assured that all aspects of care meet the individual vet- 
eran’s needs. For example, veterans with catastrophic dis- 
abilities, such as SCI, blindness, PTSD, and other forms 
of mental illness, must receive care from trained staff. 
Their unique medical care needs require access to physi- 
cians, nurses, and social workers who are knowledgeable 
about the specialized care needs of these veteran groups. 

VHA Handbook 1143.2 provides instructions for ini- 
tial and annual reviews of CNH and for ongoing mon- 
itoring and follow-up services for veterans placed in 
these facilities. First introduced in 2002, the handbook 
updates new approaches to CNH oversight, drawing 
on the latest research and data systems advances. At 
the same time, the VHA maintains monitoring of vul- 


LTC-ADC VA’s Community 

Nursing Home Program 

2008 

4,787 

2007 

4,439 

2006 

4,395 

2005 

4,254 

2004 

4,302 

ADC Increase over 2007: 248 


nerable veteran residents while enhancing the structure 
of its annual CNH review process. 

VA Nursing Home Care Provided in State Veterans 
Homes 

The VA State Veterans Home Program currently en- 
compasses 137 nursing homes in 50 states and Puerto 
Rico, with more than 28,000 nursing home and domi- 
ciliary beds for veterans and their dependents. State vet- 
erans homes provide the bulk of institutional long-term 
care to the nation’s veterans. The GAO has reported that 
state homes provide 52 percent of VA’s overall patient 
workload in nursing homes, while consuming just 12 
percent of VA’s long-term-care budget. VA’s authorized 
ADC for state veterans homes was 18,349 for FY 2007 
(see table below). 


LTC-ADC State Veterans Homes 

2008 

19,208 

2007 

18,349 

2006 

17,747 

2005 

17,794 

2004 

17,328 

2008 ADC Increase over 2007: 859 


VA holds state homes to the same standards applied to the 
nursing home care units it operates. State homes are in- 
spected annually by teams of VA examiners, and VA’s Of- 
fice of Inspector General (OIG) also audits and inspects 
them when determined necessary. State homes that are 
authorized to receive Medicaid and Medicare payments 
also are subject to unannounced inspections by the CMS 
and announced and unannounced inspections by the OIG 
of the Department of Health and Human Services. 

VA pays a small per diem payment for each veteran re- 
siding in a state home, less than one-third of the average 
cost of that veteran’s care. The remaining two-thirds is 
made up from a mix of funding, including state support, 
Medicaid, Medicare, and other public and private 
sources. In P.L. 109-461, Congress authorized VA to re- 
imburse state homes the full cost of care for seriously dis- 
abled service-connected veterans (rated at least 70 percent 
disabled or more), and for veterans who receive state 
home care primarily for a service-connected disability at 
any VA rating. 

Service-connected veterans should be the top priority for 
admission to state veterans homes, but traditionally they 
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have not considered state homes an option for nursing 
home services because of lack of VA financial support. 
To remedy this disincentive, Congress provided authority 
for full VA payment. Although regulations were not pro- 
posed until recently, 143 VA has been slow to implement 
this new mandate, which took effect in March 2007. 

In addition to per diem support, VA helps cover the cost 
of construction, rehabilitation, and repair of state veter- 
ans homes, providing up to 65 percent of the cost, with 
the state providing at least 35 percent. Unfortunately, in 
FY 2007 the construction grant program was funded at 
only $85 million, the same amount Congress had pro- 
vided in FY 2006. Based on a current backlog of nearly 
$1 billion in grant proposals (including $242 million in 
life and safety projects) and with thousands of veterans on 
waiting lists for state beds, The Independent Budget for 
FY 2008 recommended no less than $150 million for this 
program. The IBVSOs are grateful Congress responded 
and provided $165 million for FY 2008 in the recently 
enacted omnibus appropriations act. For FY 2009, the 
IB recommended $200 million for the state veterans 
home construction grant program, and Congress pro- 
vided $175 million. 

For FY 2010, The Independent Budget recommends the 
construction grant program be funded at $250 million. 

VA Noninstitutional Long-Term-Care Services 

VA offers a wide spectrum of noninstitutional long- 
term-care (LTC) services to veterans enrolled in its 
health-care system. From 1998 to 2002, VA’s ADC in 
home- and community-based care increased from 


Medical Care 

1 1,706 to 17,465. In FY 2003, 50 percent of VA’s total 
long-term-care patient population received care in non- 
institutional care settings. Veterans enrolled in the VA 
health-care system are eligible to receive a range of serv- 
ices that include home-based primary care, contract 
home health care, adult day health care, homemaker 
and home health aide services, home respite care, home 
hospice care, and community residential care. 

In recent years VA has been increasing its noninstitu- 
tional (home- and community-based) budget and serv- 
ices through the use of key performance measures for an 
annual percentage increase of noninstitutional long- 
term-care average daily census, using 2006 as the base- 
line of 43,325 ADC. As mentioned previously, simply 
using the percentage increase 144 is based on the ADC of 
veterans enrolled in home- and community-based care 
programs (e.g., community residential care, home-based 
primary care, contract home health care, adult day 
health care (VA and contract), homemaker/home health 
aide services, and care coordination/home telehealth) 
does not adequately capture the workload for strategic 
planning, program management, policy decisions, 
budget formulation, and oversight. 

VA must also take action to ensure that these programs, 
mandated by P.L.106-117, are readily available in each 
VA network. In May of 2003, the GAO reported: “VA 
service gaps and facility restrictions limit veterans’ ac- 
cess to VA noninstitutional care.” 145 The report stated 
that of the 139 VA facilities reviewed, 126 do not offer 
all of the six services mandated by P.L. 106-117. In order 
to eliminate these service gaps, VA must survey each VA 
network to determine that all of its noninstitutional serv- 


Table 4. LTC-ADC for VA Noninstitutional Care Programs 

Programs 

2004 

2005 

2006 

2007 

2008 

I/D Over 2006 

HHBPC 

9,825 

11,594 

12,641 

13,222 

16,523 

3,301 

PSHC 

2,606 

3,075 

2,490 

2,656 

3,319 

663 

HHHA 

5,580 

6,584 

5,867 

6,631 

9,321 

2,690 

VAADHC 




15 

335 

320 

CADHC 

1,493 

1,762 

1,304 

1,884 

2,019 

135 

Hospice 

164 

194 

427 

553 

858 

305 

Respite 

84 

99 

118 

254 

418 

164 

SCI 





598 

598 

CRC 

5,771 

6,810 

3,692 

5,069 

4,248 

(821) 

Total 

19,752 

23,308 

22,847 

25,215 

37,639 

12,424 

Note: NOTE: I/D Change = Increase or (Decrease) Noninstitutional Program ADC over 2007: 12,424 
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ices are operational and readily available. Despite this 
information, VA’s LTC Strategic Plan neglects to provide 
a clear and specific VA Action Directive to ensure sys- 
temwide compliance with P.L. 106-117. 

The success of noninstitutional long-term care is criti- 
cally dependent on the availability of local services and 
ability of veterans’ family and friends to assist in their 
care. Family caregivers play an important role in health 
care, but need regular breaks to maintain their own 
health and well-being. VA respite care is one of the few 
services available with a primary focus on supporting 
family caregivers. Caregiver burden is common and fre- 
quently limits the ability of family and friends to pro- 
vide that assistance. Caregiving can also have significant 
negative consequences on the health and well-being of 
caregivers. The IBVSOs applaud Congress for authoriz- 
ing VA to conduct a pilot program on improvement of 
caregiver assistance services, 146 and look forward to the 
lessons learned to enhance caregiver services. Moreover, 
we believe programmatic changes can be applied, such as 
recommended in “Family and Caregiver Support Issues 
Affecting Severely Injured Veterans” in this Independent 
Budget. 

The IBVSOs support the expansion of VA’s noninstitu- 
tional long-term-care services and the adoption of inno- 
vative approaches to expand this type of care. 
Noninstitutional long-term-care programs can sometimes 
obviate or delay the need for institutional care. Programs 
that can enable the aging veteran or the veteran with cat- 
astrophic disability to continue living in his or her own 
home can be cost effective and extremely popular. How- 
ever, the expansion of these valuable programs should 
not come through a reduction in the resources that sup- 
port more intensive institutional long-term care. 

Future Directions for VA Long-Term Care 

The face of long-term care is changing, and VA con- 
tinues to work within resource limitations to provide 
variations in programming that meet veterans’ needs 
and preferences. The IBVSOs expect VA to modify ex- 
isting programs and develop new alternatives as fi- 
nancial resources allow. New horizons for VA 
long-term care include the items discussed in the fol- 
lowing subsections. 

Culture Change in VA’s Community Living Centers 
Concerned by the perceived devaluation of the elderly and 
those who care for them, formal and informal meetings of 
a small group of health-care providers and administra- 


tors led to the creation of a national movement within the 
VHA. This movement aims to engage staff and veterans 
across the country in transforming the culture of long- 
term care to a resident-centered model providing com- 
passionate and comprehensive care to veterans in a 
home-like environment. The culture transformation 
movement is also expected to ensure increased satisfac- 
tion for both nursing home residents and staff at all 134 
VA CLCs across the United States. The IBVSOs believe 
VA should continue the “culture change” transformation; 
ensure VA medical center executive staff and the CLC 
nurse manager and staff are involved and committed to 
this initiative; and issue a report measuring the expected 
increased satisfaction in VA CLCs. 

Hospice and Palliative Care 

A hospice program is a coordinated program of pallia- 
tive and supportive services provided in both home and 
inpatient settings for people in the last phases of incur- 
able disease so they may live as fully and as comfortably 
as possible. The program emphasizes the management 
of pain and other physical symptoms, the management 
of the psychosocial problems, and the spiritual comfort 
of the patient and the patient’s family or significant other. 
Services are provided by a medically directed interdisci- 
plinary team of health-care providers and volunteers. Be- 
reavement care is also available to the family following 
the death of the patient. Hospice services are available 24 
hours a day, seven days a week and is provided across 
multiple settings, including hospital, extended-care fa- 
cility, outpatient clinic, and private residence. 

While hospice and palliative care is part of VA’s medical 
benefits package, it was in recent years that this service 
was made into a formally structured program. Expan- 
sion and outreach was greatly assisted through the Hos- 
pice-Veteran Partnership, a local coalition of VA 
facilities, community hospices, veterans service organi- 
zations, and volunteers. Community agencies have been 
made aware of this VA benefit through the Hospice- Vet- 
eran Partnership and are actively identifying veterans 
within the population they serve who were not previ- 
ously identified. 

VA is now providing hospice and palliative care to a 
growing number of veterans throughout the country. 
Nearly 9,000 veterans were treated in designated hos- 
pice beds at VA facilities in 2007, and thousands of other 
veterans were referred to community hospices to receive 
care in their homes. The number of veterans treated in 
VA’s inpatient hospice beds increased by 21 percent in 
2007. In addition, the average daily number of veterans 
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receiving hospice care in their homes paid for by VA in- 
creased by 30 percent this past year. 

We applaud VA for its commitment to make this service 
available to all veterans who require such compassion- 
ate care. Nearly half of all veterans who died in VA fa- 
cilities received care from a palliative care team prior to 
their deaths, although such services are provided at only 
about one-fourth of all American hospitals. Because of 
the large number of World War II and Korean War era 
veterans and a tripling of the number of veterans over 
the age of 85, the increase in the need for hospice care 
and palliative care is expected to continue. Furthermore, 
the IBVSOs applaud Congress’s recent efforts to improve 
access to VA hospice and palliative care services by pro- 
hibiting VA from collecting copayments for hospice care 
provided to enrolled veterans in all settings. 147 

However, some gaps remain that are a cause for con- 
cern. Through the use of palliative care consultation 
services at each of its medical centers and inpatient hos- 
pice care in many of its nursing homes, VA is providing 
hospice and palliative care to a growing number of vet- 
erans throughout the country. While VA hospice and pal- 
liative care is to be available by direct provision or by 
purchase in the community, VA must ensure all its med- 
ical centers have a Palliative Care Consultation Team 
consisting of, at a minimum, a physician, nurse, social 
worker, chaplain, and administrator. 148 Moreover, when 
a veteran who is dually eligible for VA hospice and 
Medicare/Medicaid hospice and is referred to a com- 
munity hospice agency, the veteran is given a choice as to 
which will pay for hospice care. 

Although the IBVSOs believe a veteran’s preference 
should be honored, we are concerned that the choice of 
payer can affect the types of services provided, the qual- 
ity of care, and financial expenses the veteran and de- 
pendents may incur. VA’s hospice care benefit is a greater 
benefit as it is part of a VA’s comprehensive medical care 
benefits package designed to be patient-centric and treat 
the whole patient. For example, when a veteran chooses 
Medicare as the payer of hospice care, Medicare will not 
pay for any treatment or medications not directly related 
to the hospice diagnosis. The community hospice would 
need to inform the veterans and their dependent which 
treatment or medications are or are not covered. Further, 
under the Medicare hospice benefit, all care that veterans 
receive for their illness must be given by the community 
hospice. Therefore, the veteran must be discharged out of 
Medicare hospice before any other treatments or med- 
ications can be given to ensure the veteran’s comfort and 


quality of life. Finally, the IBVSOs believe both the com- 
munity hospice agency and VA must ensure that when the 
veteran dies his or her dependents are made aware of all 
ancillary VA benefits to which they may be entitled. 

Respite Care 

According to VA, respite care is a program in which brief 
periods of care are provided to veterans in order to give 
veterans’ regular caregivers a period of respite. Respite 
care services are primarily a resource for veterans whose 
caregivers are neither provided respite services through, 
nor compensated by, a formal care system (i.e., Commu- 
nity Residential Care (CRC) program agreements, Medi- 
caid waiver programs, hospice programs, and others for 
which the veteran is dually eligible). The National Family 
Caregiver Support Program, 149 along with Aged/Disabled 
(A/D) Medicaid Home and Community-Based (HCBS) 
waivers and state-funded respite care and family caregiver 
support programs that provide the bulk of public financ- 
ing to support family caregiving, including respite care, 
defines respite care as a service to provide temporary re- 
lief for caregivers from their care responsibilities. 

Respite care is considered the dominant service strategy to 
support and strengthen family caregivers under the A/D 
Medicaid HCBS waiver program. In a survey conducted 
on A/D Medicaid waiver programs that asked respon- 
dents to choose from a list of 20 items the services their 
program provides specifically to family caregivers, respite 
care received a 92 percent response, followed by infor- 
mation and assistance, homemaker/chore/personal care, 
and care management/family consultation at 48 percent 
each. 150 

Even the Department of Defense (DOD) provides respite 
services to injured active duty service members, includ- 
ing National Guard/Reserve members injured in the line 
of duty. TRICARE now offers primary caregivers of ac- 
tive duty service members rest, relief, and reprieve, au- 
thorized by section 1633 of the National Defense 
Authorization Act for Fiscal Year 2008 (NDAA). This 
respite benefit helps homebound active duty service 
members who need frequent help from their primary 
caregiver. If the injured service member’s treatment plan 
requires a caregiver to intervene more than twice in an 
eight-hour period, the caregiver can receive respite serv- 
ices for a maximum of eight hours of respite per day, five 
days a week. Active duty service members or their legal 
representatives can submit receipts for reimbursement 
of respite care services beginning January 1, 2008, by a 
TRICARE-authorized home health agency. This benefit 
serves to mirror other supplementary TRICARE benefits 
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that provide respite services to active duty family mem- 
bers under TRICARE Extended Care Health Option 
(ECHO) 151 and TRICARE ECHO Home Health Care, 
which are created to better align DOD’s existing unlim- 
ited home health agency and skilled nursing facility ben- 
efits to mirror the benefits and payment methodology 
used by Medicare. 

VHA Handbook 1140.02, released on November 10, 
2008, seeks to address concerns about the availability of 
this service in both institutional and noninstitutional set- 
tings; however, additional limitations remain. While the 
VA policy allows respite care services to be provided in 
excess of 30 days, it requires unforeseen difficulties and 
the approval of the medical center director. Moreover, 
long-term-care copayments apply to respite care regard- 
less of the setting or service that provides such care. The 
IBVSOs believe VA should enhance this service to reduce 
the variability across a veteran’s continuum of care by, at 
a minimum, allowing the veterans primary treating physi- 
cian to approve respite care in excess of 30 days, making 
more flexible the number of hours/days of respite care 
provided to veterans and their caregivers, and eliminating 
applicable copayments. 

Special Long-Term-Care Innovations to Serve Younger 
Combat Veterans 

VA must move forward in the development of institu- 
tional and noninstitutional care programming for young 
OEF/OIF veterans whose combat injuries are so severe 
that they are forced to depend on VA for long-term-care 
services. 

An important factor to consider is that extraordinarily 
disabled veterans are coming home from Afghanistan 
and Iraq with levels of injury and disability unheard of 
in past wars. Our incredible military medical triage and 
its applied technology has saved them, and many of 
them are now in VA polytrauma centers or other acute 
care and rehabilitation facilities, but they present a med- 
ical and social challenge the likes of which VA has not 
seen before. It is fortunate that the numbers of these 
“polytraumatic” injured are relatively small, but we 
must be cognizant that some of them will need extraor- 
dinary care and shelter for the remainder of their lives. 
Neither VA nor these veterans’ families are fully pre- 
pared today to deal with their longer-term needs, an 
issue we have addressed in other sections of this Inde- 
pendent Budget. In addition to establishing internal res- 
idential treatment and care capacity, the existing 
partnership between the states and VA may be the basis 
for state veterans homes to play a small but vital role in 


aiding some of these catastrophically injured veterans 
by providing them a home-like atmosphere, a caring en- 
vironment, and the level of clinical services they are 
going to need for the remainder of their lives. Also, state 
veterans homes greatly increase access for services and 
can offer a less intensive alternative to VA medical facil- 
ities in serving as a source of respite for families of these 
severely injured. 

VA’s current nursing home capacity is designed to serve 
elderly veterans, not younger ones. VA must make every 
effort to create an environment for these veterans that 
recognizes they have different needs. VA leadership and 
VA planners must work to bring a new type of long- 
term-care program forward to meet these needs. To fa- 
cilitate the integration of young combat injured veterans 
into appropriately suited VA long-term therapeutic res- 
idential care programs, VA should capitalize on the use 
of state veterans homes that have the capacity of pro- 
viding respite services to families and other caregivers of 
severely injured OEF/OIF veterans. 

In March 2008, VA testified before the Senate Commit- 
tee on Veterans’ Affairs regarding an initiative to be im- 
plemented nationally that includes the Medical Foster 
Home program. This program identifies families in the 
area who are willing to open their homes and care for 
veterans who need daily assistance and are no longer 
able to remain safely in their own home, but do not want 
to move into a nursing home. It is provided as an adult 
foster home arrangement on a permanent basis, sup- 
ported by VA’s Home-Based Primary Care interdiscipli- 
nary home care team providing oversight and making 
regular visits. 

VA considers this is a long-term commitment between 
the veteran and the caregiver. The veteran may live for 
the remainder of his or her life, and the partnership be- 
tween VA’s Foster Care Program and Home Based Pri- 
mary Care is a safeguard against abuse. The first foster 
home program was started in Little Rock, Arkansas, in 
1999, followed by sites in Tampa and San Juan. Using 
New Clinical Initiative Funding in 2000, VA developed 
medical care foster homes and provided funding at 
$95,000 for two years. In 2002 VA had 35 foster homes 
and 45 patients. Currently, the VHA has 38 facilities in 
14 Veterans Integrated Service Networks (VISNs) with 
medical foster home programs, and in 2008, Congress 
granted funds for 33 additional sites. 

Medical foster homes can be owned or rented by the 
caregiver, and the home is limited to three or fewer res- 
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idents (veterans and nonveterans) receiving care. The 
range of fee payments to medical foster home caregivers 
has increased from $1,000 to $1,800 per month in 2002 
to $1,500 to $2,500 based upon the level of care needed 
by the veteran — for example, a cost of $1,500 for some- 
one with mild cognitive impairment who is independent 
in activities of daily living but requires supervision, to 
$2,500 for someone who is incontinent, bed-bound, and 
needs to be turned every four hours. This payment is 
made by the veteran directly to the caregiver monthly, 
which includes room and board, 24-hour supervision, 
assistance with medications, and whatever personal care 
is needed. 

VA believes Medical Foster Homes are cost-effective al- 
ternatives to nursing home placement because veterans 
must pay for their medical foster care using Social Se- 
curity, private pensions, and VA pensions, or service- 
connected disability compensation. Although under 
current law a veteran having neither a spouse nor a 
child is covered by Medicaid for nursing facility serv- 
ices, no pension payments exceeding $90 per month 
after the month of admission are to be paid to the vet- 
eran or for him or her to the facility. 152 This does not 
apply to veterans receiving service-connected disability 
benefits, however. The IBVSOs are greatly concerned 
that veterans living in the medical foster home are re- 
quired to pay for their stay in the home using personal 
funds, such as their VA compensation. 

The newest generation of veterans, from the Gulf War 
until today, exhibits different expectations than their 
counterparts of the past. In general, they are computer 
literate, well educated, want more involvement in their 
own care, and want to control their own destinies. As 
these veterans age into later life and begin to need long- 
term-care services, this will make VA’s and our jobs 
much more challenging. Younger veterans with cata- 
strophic injuries must be surrounded by forward-think- 
ing administrators and staff who can adapt to youthful 
needs and interests. The entire environment must be 
changed for these individuals, not just marginally mod- 
ified. For example, therapy programs, surroundings, 
meals, recreation, and policy must be changed to adapt 
to a younger, more vibrant resident. Unfortunately, VA’s 
Strategic LTC Plan does not explain how VA will adjust 
services to care for younger OEF/OIF veterans. 

MyHealtheVet 

VA’s Office of Geriatrics and Extended Care should ag- 
gressively promote VA’s MyHealtheVet program. This 
VA online program can greatly enhance an aging vet- 


eran’s quality of life and help ensure the quality of med- 
ical care he or she receives from VA. MyHealtheVet is a 
veteran-centered proactive website that encourages vet- 
erans to be involved in their own health and the care 
they receive from VA. 

VA’s Care Coordination Program 
VA’s intent is to provide care in the least restrictive setting 
that is appropriate for the veteran’s medical condition and 
personal circumstances. Further collaboration between 
programs within Geriatrics and Extended Care and those 
of the Office of Care Coordination/Home Telehealth can 
continue to produce positive results by providing services 
that are tailored to meet individual veterans’ needs. 

VA has been investing in a national care coordination 
program for the past three years. The program applies 
care and case management principles to the delivery of 
health-care services with the intent of providing veterans 
the right care in the right place at the right time. Veteran 
patients with chronic diseases, such as diabetes, heart fail- 
ure, PTSD, and chronic pulmonary disease, are now being 
monitored at home using telehealth technologies. 

Care coordination takes place in three ways: in veterans 
homes, using home telehealth technologies; between 
hospitals and clinics, using videoconferencing technolo- 
gies; and by sharing digital images among VA sites 
through data networks. Care coordination programs are 
targeted at the 2 percent to 3 percent of patients who 
are frequent clinic users and require urgent hospital ad- 
missions. Each patient in the program is supported by a 
care coordinator who is usually a nurse practitioner, a 
registered nurse, or a social worker, but other practi- 
tioners can provide the support necessary. There are also 
physicians who coordinate care for complex patients. 

As veterans age and need treatment for chronic diseases 
VA’s care coordination program has the ability to moni- 
tor a veteran’s condition on a daily basis and provide 
early intervention when necessary. This early medical 
treatment can frequently reduce the incidence of acute 
medical episodes and, in some cases, prevent or delay the 
need for institutional or long-term nursing home care. 

As America’s veteran population grows older, care co- 
ordination will be a useful tool in VA’s long-term-care 
arsenal that can enable aging veterans to remain at home 
or close to home as long as possible. Congress must as- 
sist VA in expanding this valuable program across the 
entire VA health-care system. 
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VA Long-Term Care for Veterans with Spinal Cord 
Injury/Disease (SCI/D) 

Both institutional and noninstitutional VA long-term- 
care services designed to care for veterans with SCI/D 
require ongoing medical assessments to prevent when 
possible and treat when necessary the various second- 
ary medical conditions associated with SCI/D. Older 
veterans with SCI/D are especially vulnerable and re- 
quire a high degree of long-term and acute care coordi- 
nation. A major issue of concern is the fact that a recent 
VA survey indicated that in FY 2003 there were 990 
veterans with SCI/D residing in non-SCI/D designated 
VA nursing homes. However, VA has not identified the 
exact locations of these veterans in its LTC Strategic 
Plan. The special needs of these veterans often go un- 
noticed and are only discovered when the patient re- 
quires admission to a VA medical center for treatment. 

VA’s LTC Strategic Plan does not provide adequate and 
specific information to identify the location and facility 
of service for these veterans. The plan provides a VISN- 
by-VISN roll-up but does not allow for quality-of-care 
tracking of individual catastrophically injured veterans. 
VA must develop a program to locate and identify vet- 
erans with SCI/D who are receiving care in non-SCI/D 
designated LTC facilities and ensure that their unique 
needs are met. In addition, these veterans must be fol- 
lowed by the nearest VA SCI center to ensure they re- 
ceive the specialized medical care they require. Veterans 
with SCI/D who receive VA institutional long-term care 
services require specialized care from specifically trained 
professional LTC providers in an environment that 
meets their accessibility needs. 

Currently, VA operates only four designated LTC facili- 
ties for patients with SCI/D, and none of these facilities 
is located west of the Mississippi River. These facilities 
are located at Brockton, Massachusetts (25 staffed beds); 
Hampton, Virginia (52 staffed beds); Hines Residential 
Care Facility, Chicago (28 staffed beds); and Castle 
Point, New York (16 staffed beds). Unfortunately, these 
limited staffed (121 total) beds are usually filled, and 
there are waiting lists for admission. These four VA 
SCI/D long-term-care facilities are not geographically lo- 
cated to meet the needs of a nationally distributed SCI/D 
veteran population. 

Although the VA CARES initiative has called for the cre- 
ation of additional long-term care beds in four new lo- 
cations (30 in Tampa, 20 in Cleveland, 20 in Memphis, 
and 30 in Long Beach, California), these additional serv- 
ices are not yet available and would provide only 30 
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beds west of the Mississippi River. These new CARES 
long-term-care beds present an opportunity for VA to 
refine the paradigm for SCI/D LTC design and to de- 
velop a new SCI/D LTC staff training program. 

Assisted Living 

Assisted living can be a viable alternative to nursing 
home care for many of America’s aging veterans who 
require assistance with activities of daily living (ADLs) 
or the instrumental activities of daily living. Assisted 
living offers a combination of individualized services, 
which may include meals, personal assistance, and 
recreation provided in a homelike setting. 

In November of 2004, VA forwarded a report to Con- 
gress concerning the results of its pilot program to pro- 
vide assisted living services to veterans. The pilot 
program was authorized by P.L. 106-117. The Assisted 
Living Pilot Program (ALPP) was carried out in VA’s 
VISN 20. VISN 20 includes Alaska, Washington, Ore- 
gon, and the western part of Idaho. It was implemented 
in seven medical centers in four states: Anchorage; Boise; 
Portland; Roseburg, Oregon; White City, Oregon; 
Spokane; and Puget Sound Health Care System (Seattle 
and American Lake). The ALPP was conducted from 
January 29, 2003, through June 23, 2004, and involved 
634 veterans who were placed in assisted living facilities. 

The VA report on the overall assessment of the ALPP 
stated: “The ALPP could fill an important niche in the 
continuum of long-term-care services at a time when 
VA is facing a steep increase in the number of chroni- 
cally ill elderly who will need increasing amounts of 
long-term care.” 

Some of the main findings of the ALPP report include: 

• ALPP veterans showed very little change in health 
status over the 12 months postenrollment. As health 
status typically deteriorates over time in a popula- 
tion in need of residential care, one interpretation 
of this finding is that the ALPP may have helped 
maintain veterans’ health over time. 

• The mean cost per day for the first 515 veterans dis- 
charged from the ALPP was $74.83, and the mean 
length of stay in an ALPP facility paid for by VA 
was 63.5 days. 

• The mean cost to VA for a veteran’s stay in an ALPP 
facility was $5,030 per veteran. The additional cost 
of case management during this time was $3,793 
per ALPP veteran. 
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• Veterans were admitted as planned to all types of 
community-based programs licensed under state 
Medicaid-waiver programs: 55 percent to assisted 
living facilities, 30 percent to residential care facilities, 
and 16 percent to adult family homes. 

• The average ALPP veteran was a 70-year-old un- 
married white male who was not service-connected, 
was referred from an inpatient hospital setting, and 
was living in a private home at referral. 

• ALPP enrolled veterans with varied levels of de- 
pendence in functional status and cognitive impair- 
ment: 22 percent received assistance with between 
four and six ADLs at referral, a level of disability 
commonly associated with nursing home care place- 
ment; 43 percent required assistance with one to 
three ADLs; while 35 percent received no assistance. 

• Case managers helped ALPP veterans apply for VA 
Aid and Attendance and other benefits to help cover 
some of the costs of staying in an ALPP facility at 
the end of the VA payment period. 

• Veterans were very satisfied with ALPP care. The 
highest overall scores were given to VA case man- 
agers (mean: 9.02 out of 10), staff treatment of res- 
idents (8.66), and recommendation of the facility to 
others (8.54). The lowest scores were given to meals 
(7.95) and transportation (7.82). 

• Veterans are quite satisfied with their participation 
in ALPP with a mean score of almost 8 (of 10). 

• Case managers were very satisfied with ALPP. (Case 
managers described the program as very important 
for meeting the needs of veterans who would oth- 
erwise “fall in between the cracks.”) 

VA’s transmittal letter that conveyed the ALPP report to 
Congress stated that VA was not seeking authority to 
provide assisted living services, believing this is prima- 
rily a housing function. The IBVSOs disagree and be- 
lieve that housing is only one of the services that 
assisted living provides. Supportive services are the pri- 
mary commodities of assisted living, and housing is just 
part of the mix. VA already provides housing in its 
domiciliary and nursing home programs, and an as- 
sisted living benefit should not be prohibited by VA on 
the basis of its housing component. 

CARES and Assisted Living 

VA’s final CARES decision document and the VA’s 
CARES Commission recommended utilizing VA’s en- 
hanced-use leasing authority as a tool to attract as- 
sisted living providers. The enhanced-use lease 
program can be leveraged to make sites available for 
community organizations to provide assisted living in 


close proximity to VA medical resources. The Fort 
Howard, Maryland, project is a good example of a 
partnership between a private developer and VA. 

The IBVSOs concur with this CARES recommendation 
and the application of VA’s enhanced-use lease pro- 
gram in this area. However, the IBVSOs believe that 
any type of VA enhanced-use lease agreement for as- 
sisted living, or any other projects, must be accompa- 
nied with the understanding that veterans have first 
priority for care or other use. 

The IBVSOs acknowledge and appreciate that Con- 
gress recently authorized a new VA assisted living pilot 
project in Section 1705 of Title XVII of the NDAA. We 
are hopeful that VA and the Department of Defense 
will expedite the establishment of this program, un- 
derstanding that its intent is aimed at providing alter- 
native therapeutic residential facilities to severely 
injured OEF/OIF veterans. However, this new program 
also provides an important new opportunity to further 
study the feasibility and worth of assisted living as an 
alternative to traditional institutional services for eld- 
erly veterans. 


Recommendations: 

VA must develop a more robust Long-Term Care Plan- 
ning Model to ensure that strategic planning, program 
management, policy decisions, budget formulation, 
and oversight are able to meet the growing need of vet- 
erans of all ages for long-term care. 

Congress must hold appropriate long-term care hear- 
ings to learn the specific issues of concern for aging vet- 
erans. The information gleaned from these hearings 
must be used by VA as it moves forward in the devel- 
opment of a comprehensive strategic plan for long- 
term care. 

VA must develop a more detailed comprehensive strate- 
gic plan for long-term care that includes milestones for 
oversight purposes and such a plan must ensure that it 
meets the current and future needs of America’s veterans. 

Congress must provide the financial resources for VA to 
implement its long-term-care strategic plan. 

Congress must enforce and VA must abide by P.L. 106- 
117 regarding VA’s nursing home average daily census ca- 
pacity mandate. 
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VA and Congress must continue to provide the con- 
struction grant and per diem funding necessary to sup- 
port state veterans homes. Even though Congress has 
approved full long-term-care funding for certain serv- 
ice-connected veterans in State Veterans Homes under 
P.L. 109-461, it must continue to provide resources to 
support other veteran residents in these facilities and to 
maintain the infrastructure. To that end, Congress 
should provide state veterans homes $250 million in 
construction grant funds for FY 2010. 

Congress must conduct oversight on VA’s relationship 
and use of community nursing homes to provide long- 
term care to disabled veterans, and VA must do a bet- 
ter job of tracking the quality of care provided in VA 
contract CNHs. Unscheduled quality-of-care visits are 
a good first step but accreditation requirements are a 
better approach. 

Given the evident growth in demand and to protect 
traditional VA institutional programs, Congress must 
provide additional resources and VA must increase its 
capacity for noninstitutional, home, and community- 
based care. 

The Veterans Health Administration must update its 
noninstitutional extended care directive and informa- 
tion letter to ensure that each noninstitutional long- 
term-care program mandated by P.L. 106-117 is 
operational and available across the entire VA health- 
care system. 

VA should continue the “culture change” transforma- 
tion; ensure that VA medical center executive staff and 
the community living center nurse manager and staff 
are involved and committed to this initiative; and issue 
a report measuring the expected increased satisfaction 
in VA community living centers. 

VA should ensure all veterans in receipt of hospice care, 
whether referred by VA or identified by the commu- 
nity hospice agency, be provided, at a minimum, all 
services within the VA medical benefits package re- 
gardless of the payer of services. 

VA should ensure all dependents of veterans in receipt 
of hospice care, whether referred by VA or identified by 
the community hospice agency, be made aware of all 
ancillary VA benefits to which they may be entitled. 


VA should enhance this service to reduce the variabil- 
ity across a veteran’s continuum of care by, at a mini- 
mum, allowing the veteran’s primary treating physician 
to approve respite care in excess of 30 days, making 
more flexible the number of hours/days of respite care 
provided to veterans and their caregivers, and elimi- 
nating applicable copayments. 

VA should expand the care coordination program to 
reduce the incidence of acute medical episodes and, in 
some cases, prevent or delay the need for institutional 
or long-term nursing home care. 

VA should not require veterans to use personal funds, 
such as their service-connected disability benefits, to 
avail themselves of the type of noninstitutional long-term 
care provided by the medical foster homes program. 

VA’s Office of Geriatrics and Extended Care should en- 
courage veterans to use VA’s MyHealtheVet website. 

Serious geographical gaps exist in specialized long- 
term-care services (nursing home care) for veterans 
with spinal cord injury or spinal cord disease. As VA 
develops its construction plan for nursing home con- 
struction, it must provide a minimum of 15 percent 
bed space to accommodate the specialized spinal cord 
injury nursing home needs nationally. VA must start 
by implementing the Capital Asset Realignment for En- 
hanced Services spinal cord injury/dysfunction long- 
term-care recommendations. VA must develop a more 
detailed facility by facility mechanism to locate and 
identify veterans with SCI/D and other catastrophically 
injured veterans residing in non-SCI/D long-term-care 
facilities. 

VA should develop a VA nursing home care staff train- 
ing program for all VA long-term-care employees who 
treat veterans with SCI/D and other catastrophic dis- 
abilities. 

While assisted living is not currently a benefit that is 
available to veterans (outside the two pilot programs 
discussed above), The Independent Budget veterans 
service organizations (IBVSOs) believe Congress 
should consider providing an assisted living benefit to 
veterans as an alternative to nursing home care. 

VA’s 2004 Assisted Living Pilot Program report seems 
most favorable and assisted living appears to be an un- 
qualified success. However, to gain further under- 
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standing of how the ALPP can benefit veterans, it 
should be replicated in at least three Veterans Inte- 
grated Service Networks with a high percentage of eld- 
erly veterans. The IBVSOs hope the new pilot program 
authorized by the National Defense Authorization Act 
for Fiscal Year 2008 can be a means of evaluating as- 
sisted living as an innovative option for meeting long- 
term-care needs of elderly veterans. 
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VA MEDICAL AND PROSTHETIC RESEARCH 


VA research is a national asset. The VA Medical and 
Prosthetic Research program is one of the nation’s pre- 
mier biomedical and behavioral research endeavors. It 
helps ensure the highest standard of care for veterans 
enrolled in VA health care, and elevates health-care 
practices and standards in all of American health care. 

Improving Lives through Innovation and 
Discovery 

For more than 60 years, the VA Research and Devel- 
opment program has been improving veterans’ lives 
through innovation and discovery that has led to ad- 
vances in health care for veterans and all Americans. 
VA researchers conducted the first large-scale clinical 
trial that led to effective tuberculosis therapies and 
played key roles in developing the cardiac pacemaker, 
the CT scan, radioimmunoassay, and improvements in 
artificial limbs. The first liver transplant in the world 
was performed by a VA surgeon-researcher. VA clinical 
trials established the effectiveness of new treatments 
for tuberculosis, schizophrenia, high blood pressure, 
and other heart diseases. The “Seattle Foot” and sub- 
sequent improvements in prosthetics developed in VA 
have allowed people with amputations to run and 


jump. VA investigators have won three Nobel prizes, 

six Lasker awards, and numerous other distinctions. 

VA investigators are currently doing the following: 

• Developing powerful new approaches to assess, 
manage, and treat chronic pain to help veterans 
with burns and other injuries. 

• Working on ways to ease the physical and psycho- 
logical pain of returning soldiers. 

• Exploring how to deliver low-level, computer- 
controlled electric currents to weakened or paralyzed 
muscles to allow people with incomplete spinal cord 
injury to once again walk and perform other every- 
day activities. 

• Gaining new knowledge of the biological and be- 
havioral roots of post-traumatic stress disorder 
(PTSD) and developing and evaluating effective 
PTSD treatments. 

• Studying new drug therapies and ways to enhance 
primary care models of mental health care. 

• Identifying genes associated with Alzheimer’s dis- 
ease, diabetes, and other conditions. 

• Developing new assistive devices for the visually im- 
paired, including an artificial retina to restore vision. 
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• Studying ways to prevent, diagnose, and treat hear- 
ing loss. 

• Pioneering new home dialysis techniques. 

• Developing a system that decodes brain waves and 
translates them into computer commands to allow 
quadriplegics to perform daily tasks like using email. 

• Exploring organization of care, delivery methods, 
patient outcomes, and treatment effectiveness to 
further improve access to health care for veterans. 

As part of the VA integrated health-care system with a 
state-of-the-art electronic health record, the VA research 
program is able to promote prompt translation of re- 
search findings into advances in care and medical deci- 
sion making. By basing its research on patient-centered 
evidence, VA has become an acclaimed model for con- 
ducting superior bench-to-bedside research. 

VA research is veteran oriented and focused on pre- 
vention, diagnosis, and treatment of conditions preva- 
lent in the veteran population. More than three 
quarters of VA researchers are clinicians who provide 
direct patient care to veterans. As a result, the Veterans 
Health Administration — the largest integrated health- 
care system in the world — has a unique ability to trans- 
late progress in biomedical science directly to 
improvements in VA clinical practices. 


The VA research program is intramural; that is, only 
VA employees holding at least a five-eighths salaried 
appointment may apply for VA research awards. Un- 
like other federal research agencies, such as the Na- 
tional Institutes of Health and Department of Defense, 
VA does not make grants to external entities. As such, 
the program offers a dedicated funding source to at- 
tract and retain high-quality physicians and clinical in- 
vestigators to the VA health-care system. The resulting 
environment of health-care excellence and ingenuity 
benefits every veteran receiving care in the VA health 
system and, ultimately, all Americans. 

The Independent Budget veterans service organizations 
therefore recommend the funding levels shown in the 
table below for FY 2010-FY 2012. 


Medical and Prosthetic Research 
(in millions) 

1 FY 2009 

$510 

The Independent Budget Recommendation 

FY 2010 

$575 

FY 2011 

$596 

FY 2012 

$617 




Funding for VA Medical and Prosth etic Research: 

Funding for VA research must be sufficient, timely, and predictable in size to 
meet current commitments and allow for innovative scientific growth. 


T he VA Medical and Prosthetic Research Program 
leverages the taxpayer’s investment via a nation- 
wide array of synergistic partnerships with for-profit 
industry partners, nonprofit organizations, and aca- 
demic affiliates. Adding the ability of VA researchers 
to successfully compete for funding from the National 
Institutes of Health and other federal agencies to these 
partnerships, the VA research program has done an ex- 
traordinary job leveraging its relatively modest annual 
appropriation into a $1.8 billion research enterprise 
that hosts multiple Nobel Laureates and produces an 
increasing number of scientific papers annually, many 


of which are published in the most highly regarded jour- 
nals. The Department of Veterans Affairs has reported 
that from January 1, 2001, through November 7, 2008, 
VA investigators and clinicians were coauthors of 
65,779 articles in peer-reviewed scientific journals. 
This highly successful enterprise demonstrates the best 
in public-private cooperation, but would not be possi- 
ble without the VA-funded research opportunities. As 
such, a commitment to steady and sustainable growth 
in the annual research and development appropriation 
is necessary for maximum productivity and continued 
achievement. 
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Predictable and Sustainable Growth 

Funding for VA research has been unpredictable. For ex- 
ample, in FY 2005, VA research was cut by $3.3 million 
(0.8 percent). In FY 2006, VA research received a less 
than inflationary $9.7 million (2.4 percent) increase fol- 
lowed by essentially flat funding ($413.7 million) under 
the FY 2007 joint funding resolution. The FY 2007 emer- 
gency supplemental appropriations provided an addi- 
tional $32.5 million for VA research, thus increasing total 
research funding in FY 2007 to more than $446 million. 
In November 2007, the second continuing resolution 
briefly funded VA health care at a rate equal to that pro- 
posed by the President for FY 2008. For FY 2008, the 
Administration proposed only $411 million for VA re- 
search, forcing VA research to temporarily reduce its an- 
nualized rate of spending by 7.9 percent. Congress 
responded by providing VA $480 million, causing VA to 
reverse course once again. For FY 2009, VA proposed 
$442 million, another projected and significant cut, while 
Congress later provided VA research $510 million. 

Such a “see-saw” funding history with arbitrary peaks 
and valleys impedes important VA research on national 
priorities, including studies on post-traumatic stress dis- 
order (PTSD), traumatic brain injury (TBI), eye and optic 
nerve injuries, amputations, polytrauma, burns, and 
other acute and chronic health conditions long prevalent 
in the veteran population. VA research administrators 
and investigators are understandably reluctant to expand 
their research endeavors, since this record of inconsistent 
and unpredictable funding can quickly devastate plans 
for growth or cause interruptions and even cancellations 
of ongoing projects. Furthermore, should availability of 
research awards decline as a function of budgetary pol- 
icy, VA risks losing physician-researchers and other clin- 
ical investigators who are integral to providing direct care 
for our nation’s veterans and for sustaining high-quality 
programs for veterans’ specialized needs. 

VA research awards are typically designed for three-to- 
five years in duration. Flowever, scientific advancement 
can demand many more years and requires steady, sus- 
tained funding to achieve its optimal potential. To main- 
tain the current level of VA research activity over the 
next three years, biomedical research and development 
inflation is assumed at 3.5 percent for FYs 2010 through 
2012. Beyond biomedical inflation, additional research 
funding is needed to (1) take advantage of burgeoning 
opportunities to improve the quality of life for our na- 
tion’s veterans through “personalized medicine”; (2) ad- 
dress the critical needs of returning Operations Enduring 


and Iraqi Freedom (OEF/OIF) veterans and others who 
were deployed to combat zones in the past; (3) advance 
health promotion, women veterans’ health and long- 
term care; and (4) raise the VA-imposed cap on investi- 
gator-initiated awards. 

According to VA, in FY 2007 a total of 192 new proj- 
ects were funded with supplemental funds provided by 
Congress that year. For the most part, these projects 
were research investigations targeting such topics as 
“Novel Strategies Targeting Gliosis [a process leading to 
scars in the central nervous system] after Traumatic 
Brain Injury” and “Feasibility of a Zero-Impingement 
Socket for Lower Limb Prostheses.” In some cases, these 
projects involved equipment purchases, such as a “Mo- 
bile 3.0 Telsa MRI-fMRI Scanner and Mobile Clinical 
Assessment Center” that supports a collaborative proj- 
ect between Fort Hood and the Central Texas VA Health 
Care System on TBI and PTSD. These equipment pur- 
chases significantly expanded VA’s ability to conduct re- 
search related to military trauma of OEF/OIF veterans 
and have leveraged VA’s ability to obtain collaboration 
and funding from other agencies. 

With the supplementary funds Congress provided in FY 
2008, VA awarded 291 new research investigations, 
with such titles as “Growth Factor Treatment of Visual 
Loss in Compressive Optic Nerve Injury” and “Cholin- 
ergic Interventions [interventions related to a specific 
neurotransmitter] to Enhance Rehabilitation from Brain 
Trauma.” VA would not have been able to award these 
projects without the additional appropriation. In addi- 
tion, funding was provided to expand the scope of 652 
ongoing investigations. Finally, 46 significant equip- 
ment purchases were made to improve VA’s ability to 
conduct cutting-edge research directly relevant to vet- 
erans’ health care. 

The Independent Budget veterans service organizations 
(IBVSOs) expect VA’s expansionary research portfolio 
to grow with the extra funding Congress provided in FY 
2009 — growth we recommend be sustained in FY 2010, 
FY 2011, and FY 2012 — to support the following: 

• VA is uniquely positioned to revamp modern health 
care and to provide progressive and cutting-edge 
care for veterans through genomic medicine. VA is 
the obvious choice to lead advances in genomic 
medicine. It is the largest integrated health system in 
the world, employs an industry-leading electronic 
health record, and has an enrolled treatment pop- 
ulation for sustained research. VA combines these 
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attributes with high ethical standards and stan- 
dardized practices and policies. Innovations in ge- 
nomic medicine will allow VA to: 

♦ reduce drug trial failure by identifying genetic 
disqualifiers and allowable treatment of eligible 
populations; 

♦ track genetic susceptibility for disease and de- 
velop preventative measures; 

♦ predict responses to medications; and 

♦ modify drugs and treatments to match an indi- 
vidual’s unique genetic structure. 

• Research on strategies for overcoming the devastat- 
ing injuries suffered by veterans of OEF/OIF needs to 
be expanded. Improvements in prosthetics and reha- 
bilitation as well as more effective treatments for 
polytrauma, TBI, injuries to the eye (highly signifi- 
cant in this population), significant body burns, 
PTSD, and suicide risk are urgently needed. Funding 
more studies and accelerating ongoing research ef- 
forts can deliver results that will make a measurable 
difference in the quality of life for thousands of our 
newest generation of war veterans. 

• Since 1999, funding limitations in VA research have 
forced the agency to cap many VA merit-review 
awards at levels lower than the average award at 
comparable federal research institutions. VA re- 
search awards have been modestly funded since the 
imposition of a $100,000 cap in 1999. Nearly a 
decade later, the current $150,000 cap barely keeps 
pace with biomedical inflation or VA’s commitment 
to scientific innovation. 

The cap is a trade-off that VA research leadership makes 
to continue funding the same number of awards it has 
historically supported. This is a problem compounded 
by VA’s need to expand its research portfolio to include 
research on conditions prevalent among veterans of OEF 
and OIF The IBVSOs support increasing the number of 
funded programs to meet these new challenges, but as a 
secondary objective we also support raising the cap on 
merit review programs in order to recognize inflation, 
maximize productivity, foster recruitment, and speed the 
translation of research from the bench to the bedside. 

VA Research Infrastructure Needs 

The rising concerns of the IBVSOs about the status of 
VA’s research laboratories and associated facilities are 
reflected elsewhere in this Independent Budget. We urge 
Congress to begin to address these needs in FY 2010 


with a major funding supplement of $142 million avail- 
able exclusively to VA research infrastructure. 

The Uncertain Future 

As indicated in the “Critical Health Infrastructure” sec- 
tion of this Independent Budget and the Critical Issues 
Report associated with this budget, the IBVSOs are con- 
cerned about the future direction of the VA health-care 
system if VA shifts its focus away from inpatient services 
and relies primarily on affiliates or contractors to provide 
those services. If such a shift is being contemplated, in ef- 
fect “closing” many VA hospital beds, we urge VA and 
Congress to consider the impact on VA’s historic academic 
and research missions. Although VA research investiga- 
tors do not necessarily need to rely on hospital inpatients 
as clinical subjects for their projects, inpatient services and 
resources are important components of VA’s academic 
and research missions. Moving VA care to external 
providers raises a number of questions about the viabil- 
ity of both missions. 

Concern about Congressionally Directed VA 
Research 

The IBVSOs and Friends of VA Medical Care and Health 
Research strongly support leaving all decisions about the 
selection of particular research projects, and their fund- 
ing, to the VA scientific peer-review process. Funding for 
any potential Congressionally mandated VA research, 
therefore, is not included in this Independent Budget rec- 
ommendation. Any such directed research, if so desired 
by Congress, should be appropriated separately. 


Recommendations: 

To keep its research funding predictable and stable, VA 
requires at least $20 million per year to account for ris- 
ing biomedical research costs. The Independent Budget 
veterans service organizations believe an additional $45 
million in FY 2010 is needed for continued support of 
new research initiatives and to raise the restrictive cap on 
merit reviews. Thus, the President and Congress should 
provide an increase of $65 million for VA research in 
FY 2010, for a total of $575 million. 

In keeping with VA’s crucial need to have stable, pre- 
dictable funding so that it can effectively manage critical 
multiyear proposals, the President and Congress should 
fund the VA Medical and Prosthetic Research Account at 
$596 million in FY 2011, and $617 million in FY 2012. 
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ADMINISTRATIVE ISSUES 


Recruitment Challenges Facing the Veterans Health Administration: 

The Department of Veterans Affairs must strengthen, energize, and expand personnel 
programs to recruit and retain highly qualified medical and health-care 
professionals within the Veterans Health Administration (VHA). 


A ddressing human resource issues within the De- 
partment of Veterans Affairs has never been more 
urgent than now, with the ongoing conflicts in 
Afghanistan and Iraq and the aging of both the veteran 
population and the “Baby Boomer” generation. Service 
members are returning from conflicts abroad and seek- 
ing services from VA, and, at the same time, veterans 
from previous wars, particularly veterans from the Viet- 
nam era, are aging and their need for medical services 
and other VA benefits is steadily increasing. In this en- 
vironment, sufficient staffing becomes more essential to 
ensuring that veterans receive adequate VA care. 

The facilities of VA, like many other American health- 
care providers, are facing a looming and potentially dan- 
gerous shortage of available health-care personnel to 
meet the growing demands of sick and disabled veterans. 
The current documented national shortage of physi- 
cians, nurses, pharmacists, therapists of all disciplines, 
psychologists, and practitioners in several other profes- 
sional disciplines is bound to have an impact on the ef- 
fectiveness of VA’s recruitment and retention programs. 
VA estimates that 163,308 new hires will be needed to 
handle attrition and maintain the VHA’s workforce to 
2013. VA must anticipate the effects of the national 
health-care workforce shortage and work to provide 
competitive employment packages and a more preferred 
workplace to ensure veterans continue to receive high 
quality and effective VA health care in the future. 

The dwindling supply of trained and qualified health- 
care professionals cannot keep pace with the national 
growth in demand for health care. VA has recognized 
that the employment market is extremely competitive 
for some positions and is working to provide innovative 
professional development opportunities and programs 
to attract some of the new employees it will need to care 
for veterans. However, recruitment and retention plan- 
ning can be fully successful only with sufficient, timely, 
and predictable funding from Congress for VA’s overall 
health-care mission. After years of reacting to the cur- 
rent erratic funding process, achieving effective health- 


care budgetary reform can provide VA the confidence it 
needs to more effectively recruit, develop, and retain its 
health-care workforce to meet the needs of our nation’s 
veterans. 

Registered Nurses 

In the area of nursing, the United States is experienc- 
ing an unprecedented shortage that is expected to con- 
tinue well into the future. 153 Two national issues are 
directly contributing to America’s national nursing 
shortage. First, the number of new nursing students en- 
tering nursing education programs is insufficient to 
meet rising demand. Second, the heightened age and 
lower numbers of nursing educators has forced nursing 
schools to restrict or deny applicants into entry-level 
nursing baccalaureate educational programs. The 
Health Resources and Services Administration in 2007 
projected that the nation’s nursing shortage will grow 
to more than 1 million nurses by the year 2020, and all 
50 states will experience a shortage of nurses to vary- 
ing degrees by the year 2015. 

According to projections from the U.S. Bureau of 
Labor Statistics in the November 2005 Monthly Labor 
Review, 1,203,000 new registered nurses (RNs) will be 
needed by 2014 to meet job growth and replacement 
needs. VA must develop a recruitment strategy that at- 
tracts and encourages nursing students and new nurse 
graduates to commit to VA employment by using and 
increasing educational loan repayment programs and 
recruiting from local nursing schools. VA must also 
work to recruit and retain nurses that provide care in 
VA’s specialized service programs, such as spinal cord 
injury/dys function (SCI/D), blind rehabilitation, men- 
tal health, and brain injury, using compensatory bene- 
fits, such as specialty pay. 

According to the July 2006 Aging Workforce Survey 
conducted by the Nursing Management Organization, 
55 percent of surveyed nurses reported the intention 
to retire between 2011 and 2020. 154 In addition to the 
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need for 30,211 RNs by 2013, the VHA turnover rate 
for registered nurses in 2006 was 8.5 percent (full and 
part-time positions, not including trainees). The Amer- 
ican Federation of Government Employees (AFGE) re- 
ports that in 2007, 77 percent of all RN resignations 
within the VA occurred in the first five years of em- 
ployment, and the average VA-wide cost of turnover is 
$47 million for nurses. VA simply cannot afford to ig- 
nore the concerns of its nurses in the areas of job sat- 
isfaction and compensation. VA must also develop and 
implement innovative personnel programs that allow 
for nurse representation and input when facility man- 
agement makes personnel decisions. 

The National Commission on VA Nursing report, Caring 
for America’s Veterans: Attracting and Retaining a Qual- 
ity VHA Nursing Workforce, cited professional devel- 
opment, work environment, respect and recognition, and 
fair compensation as a few areas that VA must focus on 
to become an employer of choice for today’s nurse pop- 
ulation. 155 The commission also recommended that the 
VHA provide career development opportunities for 
nurses that enhance their ability to reach professional 
goals, develop and implement national staffing standards 
to properly allocate nursing resources and promote pa- 
tient safety, and expand recognition of nurse achieve- 
ments and high performance. The Independent Budget 
veterans service organizations (IBVSOs) support the com- 
mission’s recommendations and believe that they serve 
as a sound template for improvements to VA policies and 
procedures that govern its health-care workforce. 

With regard to nurse compensation, VA must ensure 
that facility managers are using locality pay and finan- 
cial incentives, such as retention bonuses, to compete 
with private sector employers. VA must also work to 
consistently administer locality pay policies that are 
based on local labor market conditions, as well as over- 
time and premium pay policies for nurses that are in 
accordance with VA policy. 

Physicians 

With respect to VA physicians, the IBVSOs have serious 
concerns regarding VA’s current and future ability to 
match or exceed private sector physician salaries. In 
2004, Congress passed Public Law 108-445, the De- 
partment of Veterans Affairs Health Care Personnel En- 
hancement Act of 2004. The act is partially intended to 
aid VA both in recruiting and retaining VA physicians 
(including scarce subspecialty practitioners) by author- 
izing VA to offer highly competitive compensation to 


full-time physicians oriented to VA careers. In the inter- 
vening years, VA has implemented the act, but we be- 
lieve the act may not have provided the Department the 
optimum tools needed to ensure that veterans will have 
available the variety and number of physicians needed in 
their health-care system. For example, a recent review 
of VA physician position vacancies on usajobs.gov re- 
vealed the following: Bay Pines VA Medical Center 
(VAMC) was recruiting an orthopedic surgeon at a max- 
imum salary of $175,000, while the national average in- 
come of orthopedists is $459,000. Indianapolis VAMC 
was seeking an emergency room physician at a maxi- 
mum of $175,000, while the national average for this 
category is $216,000. The Greater Los Angeles VA sys- 
tem was offering a maximum of $270,000 for an anes- 
thesiologist, while the average income for anesthe- 
siologists is $311,000. The IBVSOs urge Congress to 
provide further oversight and to ascertain whether VA 
has adequately implemented its intent of P.L. 108-445, 
or if the Department may need additional tools to en- 
sure full employment for qualified VA physicians as it 
addresses its future staffing needs. 

With regard to physician recruitment, 130 VA medical 
centers have affiliations in which physicians represent 
half of approximately 100,000 VA health profession 
trainees. VA estimates that medical residents equate to 
approximately one-third of the total VA physician 
workforce. About 2,500 (16 percent) of VA physicians 
are currently eligible for voluntary retirement, and it is 
projected that by 2012, this number will grow to 2,909 
(17 percent). 156 Notably, a 2007 survey assessed the im- 
pact of VA health profession training on VA physician 
recruitment. Prior to exposure to training in VA facil- 
ities, 21 percent of medical students and 27 percent of 
medical residents indicated they were “very” or “some- 
what” likely to consider post-graduate VA employ- 
ment. Following training at VA, these positive 
responses grew to 57 percent of medical students and 
49 percent of medical residents. Although current res- 
ignation rates among VA physicians remain stable, VA 
projects the number of voluntary retirements will rise 
over time. Thus, through its training programs VA is 
well positioned to take advantage of a ready source of 
physician recruitment. 

Certified Registered Nurse Anesthetists 

Over the past few years, the demand for certified regis- 
tered nurse anesthetists (CRNA) has steadily grown 
within the private and public nursing sectors. As the 
need for CRNAs increases, VA becomes more challenged 
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to recruit and retain these professionals. In a December 
2007 report, the U.S. Government Accountability Of- 
fice (GAO) reported that more than half of VA CRNAs 
are over 5 1 years of age, and are seven years closer to re- 
tirement eligibility than the average CRNA nationally. 157 
The GAO further reported that 54 percent of VA med- 
ical facility chief anesthesiologists surveyed reported 
temporarily closing operating rooms, while 72 percent 
reported delaying some elective surgeries because no 
CRNAs were available for the procedures. 

The GAO concluded that VA is having difficulty re- 
cruiting and retaining CRNAs because it is not provid- 
ing competitive salaries in comparison to the national 
labor market. According to the American Association 
of Nurse Anesthetists, The average turnover and retire- 
ment rate for VA CRNAs is approximately 19 percent. 
VA must vigorously work to retain its current CRNA 
workforce by providing for professional development 
opportunities that include developing career paths and 
internal promotions for CRNAs and individual funding 
for educational advancements. The GAO reports that 
many VA facilities are not properly using the VA local- 
ity pay system, thus VA CRNAs’ salaries have not been 
adjusted properly and are less competitive with other 
employers in the health-care industry. 158 It is essential 
that VA provide adequate oversight to ensure that all fa- 
cilities are using locality pay correctly and consistently. 

Certified registered nurse anesthetists provide the ma- 
jority of anesthesia services for veterans receiving care 
in VA medical facilities. Therefore VA must make cer- 
tain that this vital service of care for veterans is not com- 
promised by VA’s inability to succeed in a competitive 
market for CRNAs. The IBVSOs believe that VA must 
utilize recruitment bonuses and educational incentives 
to help offset the differences in salaries between the pri- 
vate sector and VA to recruit new CRNAs. The VA must 
also work within local nursing schools for CRNA train- 
ing to recruit nurses receiving a master’s degree in anes- 
thesiology and encourage current VA RNs to consider 
careers as anesthetists. 

Mental Health Professionals 

According to the American Psychological Association, 
VA is the largest single employer of psychologists in the 
nation. The demands placed on VA’s mental health 
service have increased dramatically because of the con- 
flicts in Afghanistan and Iraq. Congress and VA have 
recognized the need to increase the number of psy- 
chologists and have added more than 800 new psy- 


chologists since 2005; however, it should be noted that 
these increased psychology staffing levels are a recent 
development. 

In all, VA’s report of hiring several thousand new men- 
tal health professionals includes individuals whom VA 
has identified as having been offered and accepted po- 
sitions in mental health, but some of these individuals 
are not yet providing care for veterans. The length of 
time for a facility to receive allocated funds for staffing, 
advertise and recruit for a position, and interview and 
complete credentialing and security clearances is ex- 
tremely long. VA officials in the field have reported to 
the IBVSOs that it is common for nine months or more 
to pass from the beginning to the end of this process. 
In some instances it has been reported that candidates 
that have committed to a VA position withdraw their 
applications because they simply could not wait the 
number of months to complete the hiring process. New 
graduates are particularly vulnerable to delay in em- 
ployment offers. When a candidate withdraws after ac- 
cepting employment, VA must restart the recruitment 
process. While we have no national statistics on VA’s 
hiring lag time, we believe that it takes four to five 
months between VA’s tentative offer and an applicant 
reporting to duty. 

The VHA has distributed an unprecedented perform- 
ance measure to field managers and human resources 
staffs to improve the hiring process. This measure tar- 
gets 30 days as the goal to bring new employees on 
board after they accept employment with the VHA. 
This 30-day goal is one-third of the current length of 
time that it takes the VHA to fully hire a new em- 
ployee. Even if this goal is achieved, VA’s average hir- 
ing lag will still be expressed in months. This lengthy 
hiring process deters new applicants and potentially 
leads to inefficient use of personnel funds. 

In 2006, the GAO issued a report critical of VA’s hiring 
practices in mental health. 159 In the report, the GAO 
concluded that VA lacked proficiency in spending the 
funds allocated for hiring and paying mental health pro- 
fessionals. The IBVSOs believe that in most instances, 
VA is not using all of these funds because of the delays 
in the hiring process. The longer it takes VA to hire and 
encumber a new employee, the less likely it is that VA 
will use the full amount of funding provided for that 
employee’s salary in the remainder of the fiscal year. It 
is essentially impossible for facilities to spend more than 
a fraction of funds associated with new positions dur- 
ing a new employee’s first year. VA must work to speed 
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up the hiring process for mental health providers, par- 
ticularly if it intends to refashion its mental health pro- 
grams with a focus on veteran wellness and recovery. 
VA must also strive to retain and promote its more ex- 
perienced mental health practitioners in order to meet 
new training and supervision requirements for new 
providers. 

VA Human Resources Policies Are Outmoded 

VA must work aggressively to eliminate outdated, out- 
moded VA personnel policies and procedures to 
streamline the hiring process and avoid recruitment de- 
lays that serve as barriers to VA employment. It is re- 
ported that, on average, from the time a vacancy 
announcement is posted, appointment of a new em- 
ployee within the VHA consumes 90 days. In some pro- 
fessional occupations (especially physicians and nurses), 
many months can pass from the date of a position va- 
cancy until the date a newly VA-credentialed and privi- 
leged professional caregiver is on board and providing 
clinical care to veterans. Its lack of ability to make em- 
ployment offers and confirm them in a timely manner, 
especially to new graduates VA has helped train, un- 
questionably affects VA’s success in hiring highly quali- 
fied employees, and has the potential to diminish the 
quality of VA health care. Hiring delays depress current 
workforce morale and lead to overuse of mandatory 
overtime for nurses and others, greater workplace stress, 
and staff burnout. At all levels, the VHA (especially in- 
cluding local facility managements) must be held ac- 
countable for improving human resources policies and 
practices. Congress should require VA to report its ef- 
forts to improve recruiting, retention, and environmen- 
tal/organizational practices to assure veterans that VA 
will be a preferred health-care provider in the future and 
will continue to provide veterans an effective health-care 
system to meet their specialized needs. 

Employment Incentives 

Existing VA loan repayment and scholarship programs 
were established by Congress initially to provide indi- 
viduals interested in VA nursing the financial support 
they need to enter and stay in the field. Both a recruit- 
ment and retention tool, the centrally funded Employee 
Incentive Scholarship Program (EISP) 160 pays up to 
$32,000 for health-care-related academic degree pro- 
grams, with an average of $12,000 paid per scholarship. 
Since its inception in 1999, through 2007 approximately 
7,000 VA employees have received scholarship awards 
for educational programs related to title 38 and “hy- 


brid” title 5-title 38 VA occupations. About 4,000 em- 
ployees have graduated from academic programs under 
these auspices. Scholarship recipients include RNs (93 
percent), pharmacists, physical therapists, and other al- 
lied health professionals. A five-year VA analysis of pro- 
gram outcomes demonstrates this program’s impact on 
VA employee retention. For example, turnover of nurse 
scholarship participants is 7.5 percent compared to a 
nonscholarship nurse turnover rate of 8.5 percent. Also, 
less than 1 percent of participating nurses left VHA em- 
ployment during their service-obligation period (from 
one to three years after completion of degree). 161 

The VA Education Debt Reduction Program (EDRP) 
provides tax-free reimbursement of existing education 
debt of recently hired title 38 and hybrid employees. 
Centrally funded, the EDRP is the title 38 equivalent of 
the Student Loan Repayment Program administered by 
the Office of Personnel Management for title 5 employ- 
ees. More than 5,600 VA health-care professionals have 
participated in the EDRP. The maximum amount of an 
EDRP award is limited by statute to $44,000 in ex- 
change for five years of service. As education costs have 
risen, the average award amount per employee has in- 
creased over the years from about $13,500 in FY 2002 
to more than $27,000 in FY 2007. While employees 
from 33 occupations participate in the program, 77 per- 
cent are from three mission critical occupations — RN, 
pharmacist, and physician. The rate of losses from res- 
ignation of EDRP recipients is significantly less than that 
of nonrecipients as determined in a 2005 study. For 
physicians the study found the resignation rate for EDRP 
recipients was 15.9 percent compared to 34.8 percent 
for non-EDRP recipients. 162 

Both the EISP and EDRP initiatives need to be strength- 
ened and expanded to new VA occupations, in particu- 
lar among the 25 critical occupational categories that 
will be increasingly competitive as the health manpower 
shortage worsens. Congress must also consider reinstat- 
ing the VA Health Professional Education Assistance 
Scholarship Program. This program would be an excel- 
lent medical care student incentive to future VA em- 
ployment. These programs have proven themselves to 
be cost-effective recruitment tools and to provide strong 
incentives for individuals to remain in VA employment 
rather than to go elsewhere. 

Summary 

Given the VHA’s leadership position as a health sys- 
tem, it is imperative that VA aggressively recruit health- 
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care professionals and work within established rela- 
tionships with academic affiliates and community part- 
ners to recruit new employees. In order to make gains 
on these needs, VA must update and streamline its 
human resource processes and policies to adequately 
address the needs of new graduates in the health sci- 
ences, recruits, and current VA employees. Today’s 
health-care professionals and other staff who work 
alongside them need improved benefits, such as com- 
petitive salaries and incentives, child care, flexible 
scheduling, and generous educational benefits. VA 
must actively address the factors known to affect cur- 
rent recruitment and retention, such as fair compensa- 
tion, professional development and career mobility, 
benevolent supervision and work environment, respect 
and recognition, technology, and sound, consistent 
leadership, to make VA an employer of choice for in- 
dividuals who are offered many attractive alternatives 
in other employment settings. 

VA’s ability to sustain a full complement of highly 
skilled and motivated personnel will require aggressive 
and competitive employment hiring strategies that will 
enable it to successfully compete in the national labor 
market. VA’s employment success within the VHA will 
require constant attention by the very highest levels of 
VA leadership. Additionally, Members of Congress 
must understand the gravity of VA personnel issues and 
be ready to provide the necessary support and over- 
sight required to ensure VA’s success. 


Recommendations: 

VA must work aggressively to eliminate outdated, out- 
moded VA-wide personnel policies and procedures to 
streamline the hiring process and avoid recruitment de- 
lays that serve as barriers to VA employment. 

VA must implement an energized succession plan in its 
medical and regional offices that utilizes the experience 
and expertise of current employees as well as improves 
existing human resources policies and procedures. 

VA facilities must fully utilize recruitment and reten- 
tion tools, such as relocation and retention bonuses, a 
locality pay system for VA nurses, and education schol- 
arship and loan payment programs as employment in- 


centives, in both the Veterans Health Administration 
and the Veterans Benefits Administration. 

Congress must provide further oversight to ensure ad- 
equate implementation of Public Law 108-445. 

Congress should implement a title 38 specialty pay pro- 
vision for VA nurses providing care in VA’s specialized 
services areas, such as spinal cord injury, blind reha- 
bilitation, mental health, and traumatic brain injury. 

VA must provide adequate oversight to ensure that all 
medical facilities correctly and consistently administer 
locality pay in accordance with VA policy. 

VA must develop a more aggressive recruitment strat- 
egy that provides employment incentives that attract 
and encourage affiliated health professions students, 
and new graduates in all degree programs of affiliate 
institutions, to commit to VA employment. 

Congress should improve the provisions of VA’s Employee 
Incentive Scholarship Program and Education Debt Re- 
duction Program and make them available more broadly 
to all VA employees. 

VA must become more flexible with its work schedules to 
meet the needs of today’s health-care and benefits pro- 
fessionals and must provide other employment benefits, 
such as child care, that will make VA employment more 
attractive. 
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Attracting and Retaining a Quality VHA Nursing Workforce: 

The Veterans Health Administration (VHA) must devote sufficient resources 
to avert the national shortage of nurses from creeping into and potentially 
overwhelming VA’s critical health-care programs. 


A s indicated elsewhere in this Independent Budget, 
recruitment and retention of high-caliber health- 
care professionals is critical to the VHA mission and 
essential to providing safe, high-quality health-care 
services to sick and disabled veterans. Given the im- 
pact of the nationwide nursing shortage and ongoing 
reports of difficulty in filling nursing and other key po- 
sitions within the VHA, this is a continuing challenge 
for the Department of Veterans Affairs. This section 
presents concerns specific to VHA’s nursing programs. 

Addressing the National Nursing Shortage — 
National Commission on VA Nursing 

The environment of the VHA, like America’s health-care 
enterprise in general, is ever-changing and confronted 
with continuing challenges. Since 2000, VA has been 
working to address the increasing demand for medical 
services while coping with the impact of a rising na- 
tional nursing shortage. In 2001, VHA’s Nursing 
Strategic Healthcare Group released “A Call to Ac- 
tion — VA’s Response to the National Nursing Short- 
age.” Since that time, health manpower shortages, and 
plans to address them, have been dominant themes of 
numerous conferences, reports by the Government Ac- 
countability Office (GAO), other reviewers, and Con- 
gressional hearings. 

One part of the equation that has remained paramount 
in the discussion concerns VA’s ability to compete in 
local labor markets, given the barriers that impede 
nursing recruitment and retention in general. In 2002 
the National Commission on VA Nursing (commis- 
sion) was established by Public Law 107-135 and 
charged to examine and consider VA programs, and to 
recommend legislative, organizational, and policy 
changes to enhance the recruitment and retention of 
nurses and other nursing personnel, and to address the 
future of the nursing profession within the VHA. The 
commission envisioned a desired “future state” for 
VHA nursing and made recommendations to achieve 
that vision. In May 2004, the commission published 
its final report to Congress, “Caring for America’s Vet- 
erans: Attracting and Retaining a Quality VHA Nurs- 
ing Workforce.” 


Illustrative of the commission’s findings and recom- 
mendations is this synopsis in its final report: 

Recruiting and retaining nursing personnel are pri- 
ority issues for every health-care system in America. 
VHA is no exception. With the aging of the popu- 
lation, including veterans, and the U.S. involvement 
in military activity around the world, VHA will ex- 
perience increasing numbers of enrolled veterans. 
Consequently, as the demand for nursing care in- 
creases, the nation will grapple with a shortage of 
nurses that is likely to worsen as baby boomer 
nurses retire. VHA must attract and retain nurses 
who can help assure that VHA continues to deliver 
the highest quality care to veterans. Further, VHA 
must envision, develop, and test new roles for 
nurses and nursing as biotechnologies and innova- 
tions change the way health care is delivered. 

The Office of Nursing Service in the VA Central Of- 
fice developed a strategic plan to guide national efforts 
to advance nursing practice within the VHA, and en- 
gage nurses across the system to participate in shaping 
the future of VA nursing practice. VA’s strategic plan 
embraces six patient-centered goals that encompass and 
address a number of the recommendations of the com- 
mission, including leadership development, technology 
and system design, care coordination and patient self- 
management, workforce development, collaboration, 
and evidence-based nursing practice. 

The commission’s legislative and organizational rec- 
ommendations served as a blueprint for the future of 
VA nursing. The VHA’s strategic plan should serve as 
a foundation for a delivery system that meets the needs 
of our nation’s sick and disabled veterans while sup- 
porting those who provide their care. The Independent 
Budget veterans service organizations (IBVSOs), urge 
Congress to continue to provide appropriations for, 
and oversight of, VA health care to enable the VHA to 
carry out an aggressive agenda based on this blueprint, 
to improve VA’s abilities to recruit and retain sufficient 
nursing manpower while proactively testing new and 
emerging nursing roles. 
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Current Workforce-Future Needs 

One of VA’s greatest challenges is dealing effectively 
with succession — especially in the health sciences and 
technical fields that so characterize contemporary 
American medicine and health-care delivery. 

The VHA’s Succession Strategic Plan for FY 
2008-2012 reports the following: 

VHA faces significant challenges in ensuring it has 
the appropriate workforce to meet current and fu- 
ture needs, including VHA’s role in national and 
local emergencies. These challenges include con- 
tinuing to compete for talent as the national econ- 
omy changes over time, as well as recruiting and 
retaining health care workers in the face of signif- 
icant anticipated workforce supply and demand 
gaps in the health care sector in the near future. 
These challenges are further exacerbated by an 
aging federal workforce and an increasing per- 
centage of VHA employees who achieve retirement 
eligibility each year. With health care being prima- 
rily a people-based process, it is essential to ensure 
the continuous presence of an effective workforce 
to achieve the VHA mission to provide exceptional 
health care to America’s veterans. 

In April 2007, the VHA conducted a national confer- 
ence titled “VHA Succession Planning and Workforce 
Development.” The conference report indicated the av- 
erage age of all VHA employees in 2006 to have been 
48 years. It estimated that by the end of 2012, ap- 
proximately 91,700 VHA employees, or 44 percent of 
current full-time and part-time staff, would be eligible 
for full civil service retirement, with approximately 
46,300 VHA employees projected to retire during that 
same period. Additionally, a significant number of 
health-care professionals in leadership positions would 
also be eligible to retire by the end of 2012. The report 
concluded that 97 percent of VA nurses in pay band 
“V” positions would be eligible to retire, and that 56 
percent were expected to retire. 

VHA’s Succession Plan 2008-2012 estimates that 14 
percent (5,640) are currently eligible for voluntary re- 
tirement, and in 2013, 20.1 percent (8,955) of nurses 
currently working are projected to be eligible to retire. 
In its assessment of current and future workforce 
needs, the VHA identified registered nurses (RNs) as 
its top occupational challenge, with licensed practi- 
cal/vocational nurses and nursing assistants also among 


the top 10 occupations with critical recruitment needs. 
Currently, VA employs nearly 79,000 nursing and al- 
lied personnel, 60 percent of whom are direct care 
staff. 

VA recognizes that in the near term the supply of qual- 
ified nurses in the nation will be inadequate to meet in- 
creasing demand for services. According to the Health 
Resources and Services Administration, by 2015 all 50 
states will experience a shortage of nurses to varying 
degrees. According to projections from the U.S. Bureau 
of Labor Statistics in the November 2005 Monthly 
Labor Review, 1,203,000 new RNs will be needed by 
2014 to meet job growth and replacement needs. Reg- 
istered nurses are projected to create the second-largest 
number of new jobs among all occupations, growing at 
27 percent or more by 2014. Contributing to this 
shortage is the aging of the nursing workforce. An in- 
creasing proportion of RNs are over the age of 50. Ac- 
cording to the Health Resources and Services 
Administration, in 2004, 28 percent of registered 
nurses were over the age of 50. A recent study by Buer- 
haus and colleagues published in 2007 reports that the 
cohort of RNs over the age of 50 has expanded 1 1 per- 
cent annually over the past four years. 

In addition, the average age of new nurse graduates has 
increased considerably over the past two decades. Prior 
to 1984, the average age of a new nurse graduate was 
23.8 years; by 2000-2004, the average age was 29.6 
years. Likewise, current enrollments in schools of nurs- 
ing is not going to meet the projected future demand. 
The National League for Nursing reports that U.S. 
nursing schools turned away 147,000 qualified appli- 
cants from nursing programs in 2005 primarily due to 
insufficient number of faculty, clinical sites, and class- 
room space. The American Association of Colleges of 
Nursing has reported that three-fourths of the nation’s 
schools of nursing acknowledge faculty shortages 
along with insufficient clinical practicum sites, lack of 
classroom space, and budget constraints as reasons for 
denying admission to qualified applicants. Over the 
past several years the VHA has been trying to attract 
younger nurses into VA health care and to create in- 
centives to keep them in the VA system. 

In an attempt to attain a more stable nursing corps, VA 
initiated a “Nursing Academy” pilot program known 
as “Enhancing Academic Partnerships.” VA reports its 
Nursing Academy will be committed to nursing edu- 
cation and practice and will address the nursing short- 
ages in VA while helping fill the nation’s needs for 
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nurses as well. VA’s pilot program for FY 2007-2012 
initially partnered with the University of Florida, San 
Diego State University, the University of Utah, and 
Connecticut’s Fairfield University, with their respective 
VA affiliates at Gainesville, San Diego, Salt Lake City, 
and West Haven. 

An additional six sites were selected to begin the pro- 
gram in academic year 2008-2009. They included the 
Medical University of South Carolina, Loyola Univer- 
sity of Chicago, Rhode Island College, the University of 
South Florida, and the University of Oklahoma Health 
Sciences Center partnering with VA facilities in 
Charleston, Hines, Providence, and Tampa. The sixth 
site selected included two institutions, the University 
of Detroit Mercy and Saginaw Valley State University, 
partnering with Michigan VA facilities in Detroit, Sag- 
inaw, Battle Creek, and Ann Arbor. Additional VA- 
nursing school partnerships will be selected for 2009, 
for a total of 14 sites altogether during the five-year 
pilot program. Similar to VA’s long-standing relation- 
ships with schools of medicine nationwide, VA nurses 
with pertinent expertise will be appointed as faculty 
members at the affiliated schools of nursing. Academy 
students will be offered VA-funded scholarships in ex- 
change for defined periods of VA employment subse- 
quent to graduation and successful state licensure. 

VHA research shows that medical students who per- 
form clinical rotations at a VA facility are more likely 
to consider VA as an employer. VA is hopeful that the 
investment made in helping to educate a new genera- 
tion of nurses, coupled with the requirement that schol- 
arship recipients serve a period of obligated service in 
VA health care following graduation, will help VA cul- 
tivate and retain quality health-care staff, even during 
a time of nationwide shortage. Continued funding be- 
yond the pilot program is needed to provide this ben- 
efit to all VA facilities. 

VA Nursing Workplace Issues 

The IBVSOs continue to hear concerns from VA nurses 
about a number of issues they believe have an impact 
on nursing recruitment and retention. There are reports 
that VHA staffing levels are frequently so marginal that 
any loss of staff — even one individual in some cases — 
can result in a critical staffing shortage and present sig- 
nificant clinical challenges at a medical facility. Some 
nurses report they have been forced to assume non- 
nursing duties due to shortages of ward secretaries and 
other key support personnel. Budget-related “unoffi- 
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cial” hiring freezes and routine delays in recruiting 
place additional stress on existing nursing personnel 
and have a negative impact on patient programs. 
Staffing shortages or hiring freezes can result in the 
cancellation or delay of elective surgeries and closure of 
intensive care unit beds. These staff shortages can also 
cause avoidable referrals of veterans to private facili- 
ties — ultimately at greater overall cost to VA. This sit- 
uation is complicated by the fact that the VHA has 
downsized inpatient capacity in an effort to provide 
more services on a primary care basis. The remaining 
inpatient population is generally more acute, often with 
comorbid conditions, lengthier inpatient episodes, 
complicated medical histories, and needing more 
skilled nursing care and staff-intensive aftercare. 

It has also been reported that in some locations, VA is 
overusing overtime, including “mandatory overtime,” 
reducing flexibility in tours of duty for nurses, and lim- 
iting nurse locality pay. The IBVSOs believe the prac- 
tice of mandatory overtime places an undue burden on 
nursing staff and compromises the quality of care and 
safety of veterans in VA health care. Additionally, these 
actions create a working environment that fosters staff 
burnout and morale problems. These reports are espe- 
cially disturbing given that VA has made so much 
progress in establishing the current national standard 
of excellence in providing care to its large enrolled pop- 
ulation. We believe many of these difficult working 
conditions continue to exist today for VA’s nursing 
staff, despite the best efforts and intentions of local and 
central management. Therefore, we suggest Congress 
provide additional oversight in this area to ensure a 
safe environment for both patients and staff. Also, we 
note that many of these workplace issues are driven by 
short financing and extremely tight local budgets, in- 
cluding the now-routine Continuing Resolution that 
restricts overall management discretion nationwide. 

In October 2007, the House Committee on Veterans’ 
Affairs Subcommittee on Health held a hearing on re- 
cruitment and retention of VA health-care profession- 
als. Testimony from the American Federation of 
Government Employees (AFGE) and the Nurses Or- 
ganization of Veterans Affairs (NOVA) outlined a 
number of key issues believed to have an impact on 
VA’s ability to recruit and retain qualified nursing per- 
sonnel. Issues discussed included flaws in the current 
credentialing and boarding process for title 38 em- 
ployees; increasing reliance on contract nurses and its 
impact on quality of care; impact of the budget on hir- 
ing practices; lack of use of authorized pay incentives 
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by some medical facility managers; reluctance of med- 
ical center directors to offer scheduling incentives, such 
as the popular compressed work schedule; the need to 
strengthen current overtime policies in all VHA facili- 
ties; lack of human resources support; delays in hiring 
caused by the lengthy process involved for security and 
background checks; information technology issues; and 
a number of pay-related issues. The IBVSOs urge Con- 
gress to review the aforementioned testimonies by these 
organizations made up of frontline providers for spe- 
cific recommendations on how to improve recruitment 
and retention of VA nursing personnel. 

In May 2008, the Senate Committee on Veterans’ Af- 
fairs held a hearing on the Veterans Medical Personnel 
Recruitment and Retention Act of 2008. Testimony 
from AFGE and NOVA identified rationale for support 
of this legislation to improve retention and recruitment 
of health-care staff members. Specific issues targeted in- 
cluded waiver of offset from pay for certain reemployed 
retired annuitants; providing comparable pay for nurse 
executives and medical center directors and increasing 
pay limitations and pay caps; providing information and 
training on locality pay systems; and reestablishing the 
Health Professions Scholarship Program to increase re- 
cruitment of students. Both organizations testified at an- 
other hearing in May 2008 of the House Committee on 
Veterans’ Affairs Subcommittee on Health regarding 
human resources challenges within the VHA. Specific 
human resource issues identified included retention al- 
lowances, special pay rates, streamlining the application 
process, funds for professional development, convert- 
ing positions to excepted service, pay flexibilities, suc- 
cession planning, and review of classification standards. 


Like other health-care employers, the VHA must ac- 
tively address those factors known to affect recruit- 
ment and retention of all health-care providers, 
including nursing staff, and take proactive measures to 
stem crises before they occur. While the IBVSOs ap- 
plaud what VA is trying to do in improving its nursing 
programs, competitive strategies are yet to be fully de- 
veloped or deployed in VA. We encourage the VHA to 
continue its quest to deal with shortages of health man- 
power in ways that keep VHA at the top of the stan- 
dards of care in the nation. 


Recommendations: 

Congress must provide sufficient funding through reg- 
ular appropriations that are provided on time and in- 
clude resources to support programs to recruit and 
retain critical nursing staff in VA health care, in partic- 
ular, to support enlargement of the Nursing Academy. 

VA should establish recruitment programs that enable 
the Veterans Health Administration to remain com- 
petitive with private-sector marketing strategies. 

Congress should provide adequate funding to reestab- 
lish the Health Professions Scholarship Program. 

Congress should provide oversight to ensure sufficient 
nursing staffing levels and to regulate and reduce to a 
minimum VA’s use of mandatory overtime for VA 
nurses. 
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Volunteer Programs: 

The Department of Veterans Affairs needs to provide sufficient dedicated staff at each 
VA medical center to promote volunteerism and coordinate and oversee voluntary 
services programs and manage donations given to the medical center. 


S ince its inception in 1946, volunteers have donated 
in excess of 700.8 million hours of volunteer service 
to America’s veterans in VA health-care facilities and 
cemeteries through the Veterans Affairs Voluntary Serv- 
ice (VAVS) program. As the largest volunteer program in 
the federal government, the VAVS program is composed 
of more than 350 national and community organiza- 
tions. The program is supported by a VAVS National 
Advisory Committee, composed of more than 65 major 
veterans, civic, and service organizations, including The 
Independent Budget veterans service organizations and 
seven of their subordinate organizations, which report to 
the VA Under Secretary for Health. 

The VHA volunteer programs are so critical to the mis- 
sion of service to veterans that these volunteers are con- 
sidered “without compensation” employees. 

VAVS volunteers assist veteran patients by augmenting 
staff in such settings as VA hospital wards, nursing 
homes, end-of-life care programs, outpatient clinics, 
community-based volunteer programs, national ceme- 
teries, veterans benefits offices, and veterans outreach 
centers. With the expansion of VA health care for pa- 
tients in the community setting, additional volunteers 
have become involved. During FY 2008, VAVS volun- 
teers contributed a total of 11,479,008 hours to VA 
health-care facilities. This represents 5,519 full-time 
employee equivalent (FTEE) positions. These volunteer 
hours represent more than $224 million if VA had to 
staff these volunteer positions with FTEEs. 

At national cemeteries, VAVS volunteers provide mili- 
tary honors at burial services, plant trees and flowers, 
build historical trails, and place flags on grave sites for 
Memorial Day and Veterans Day. Hundreds of thou- 
sands of hours have been contributed to better the final 
resting places and memorials that commemorate vet- 
erans’ service to our nation. 

VAVS volunteers and their organizations annually con- 
tribute millions of dollars in gifts and donations in ad- 


dition to the value of the service hours they provide. 
The combined annual contribution made in 2008 to 
VA is estimated at $82 million. These significant con- 
tributions allow VA to assist direct-patient care pro- 
grams, as well as support services and activities that 
may not be fiscal priorities from year to year. Monetary 
estimates aside, it is impossible to calculate the amount 
of caring and comfort that these VAVS volunteers pro- 
vide to veteran patients. VAVS volunteers are a price- 
less asset to the nation’s veterans and to VA. 

The need for volunteers continues to increase dramat- 
ically as more demands are placed on VA health-care 
staff. The way in which health services are provided 
is changing, providing opportunities for new and less- 
traditional roles for volunteers. Unfortunately, many 
core VAVS volunteers are aging and are no longer 
able to volunteer. Likewise, not all VA medical centers 
have designated a staff person with management ex- 
perience to recruit volunteers, develop volunteer as- 
signments, and maintain a program that formally 
recognizes volunteers for their contributions. It is vital 
that the VHA keep pace with utilization of this na- 
tional resource. 


Recommendations: 

Each Veterans Health Administration medical center 
should designate sufficient staff with volunteer man- 
agement experience to be responsible for recruiting vol- 
unteers, developing volunteer assignments, and 
maintaining a program that formally recognizes vol- 
unteers for their contributions. The positions must also 
include experience in maintaining, accepting, and prop- 
erly distributing donated funds and donated items for 
the medical center. 

Each VHA medical center should develop nontradi- 
tional volunteer assignments, including assignments 
that are age-appropriate and contemporary. 
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Contract Care Coordination: 

The Veterans Health Administration (VHA) should develop an integrated program of contract care 
coordination for veterans who receive care from private health-care providers at VA expense, 
but should maintain vigilance in implementing a new contract care initiative 
that may have unintended consequences that diminish VA health care. 


C urrent law authorizes the Department of Veterans 
Affairs to contract for non-VA health care (on a 
fee or contractual basis) and for scarce medical spe- 
cialists only when VA facilities are incapable of pro- 
viding necessary care to veterans, when VA facilities 
are geographically inaccessible to veterans, and in cer- 
tain emergency situations. The Independent Budget vet- 
erans service organizations (IBVSOs) believe contract 
care should be used judiciously and only in these specific 
circumstances so as not to endanger VA facilities’ main- 
tenance of a full range of specialized inpatient services 
for veterans who enroll in VA care. We have consistently 
opposed proposals seeking to expand contracting to non- 
VA providers on a broader basis than this. Such propos- 
als, ostensibly seeking to expand VA health-care services 
into additional areas and serving larger veteran popula- 
tions, ultimately only serve to dilute the quality and va- 
riety of VA services for new as well as existing patients. 

Currently VA spends more than $2 billion annually to 
purchase private care for eligible veterans. Unfortunately, 
VA does not track this care, its related costs, outcomes, 
or veteran satisfaction levels. Therefore, the IBVSOs be- 
lieve VA should implement a consistent process for vet- 
erans receiving contracted-care services to ensure that — 

• care is delivered by fully licensed and credentialed 
providers; 

• continuity of care is monitored and that patients 
are directed back to the VA health-care system for 
follow-up when appropriate; 

• VA records of care are properly annotated with 
clinical information from contractors; and 
• the process is part of a seamless continuum of serv- 
ices for enrolled veterans. 

The IBVSOs believe it is critical for VA to implement a 
program of contract care coordination that includes in- 
tegrated clinical, record, and claims information for the 
veterans VA directs to community-based providers. VA’s 
current “Preferred Pricing Program” allows VA med- 
ical centers (VAMCs) to save funds when veterans use 
non-VA medical services by receiving network dis- 
counts through a preferred pricing program. However, 


VA currently has no system in place to direct veteran 
patients to any participating preferred provider net- 
work (PPO) so that it could — 

• receive a discounted rate for the outsourced serv- 
ices rendered; 

• use a mechanism to direct patients to credentialed 
and certified providers; and 

• exchange clinical information with non-VA 
providers. 

Although preferred pricing has been available to all 
VAMCs, when a veteran inadvertently uses a PPO, not 
all facilities have taken advantage of the cost savings that 
are available. Thus, in many cases, VA has paid more 
for contract health care than is necessary. Nevertheless, 
the IBVSOs were pleased that VA made participation in 
its Preferred Pricing Program mandatory for all VAMCs 
in 2005. We understand that during FY 2008 the Pre- 
ferred Pricing Program yielded a discount of more than 
$60 million, although it is not currently being utilized 
by all VAMCs. However, with full participation of the 
program, as intended by VA, there is potential to far ex- 
ceed that amount with the potential of discounted sav- 
ings of more than $70 million for FY 2009. 

While there have been significant savings achieved 
through the Preferred Pricing Program (more than $172 
million in gross discounts to date), through enhance- 
ments to preferring pricing, there are several ways to 
improve cost reduction. The implementation of elec- 
tronic data interchange across all VAMCs will grow the 
program and savings for VA exponentially by allowing 
more claims to be submitted to the Preferred Pricing 
service-disabled veteran owned (SDVO) contractors. 
Other enhancements could include — 

• scanning all paper claims, 

• providing incentives to management and staff to 
participate, and 

• providing additional education and training. 

As efficiencies are implemented, and the transaction 
process is simplified, more claims will be submitted for 
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repricing and significantly more money will be avail- 
able to support purchased care programs and the needs 
of veterans. 

Additionally, the recent move by VA to consolidate Pre- 
ferred Pricing contracts — now administered via 5 regional 
contracts, rather than the original 21 contracts — should 
facilitate greater adoption of uniform enhancements and 
program improvements. 

Overall, the IBVSOs believe the national Preferred Pric- 
ing Program is a foundation upon which a more proac- 
tive managed care program could be established that 
would not only save significantly more funding when 
purchasing care, but, more important, could provide 
the VHA a mechanism to fully integrate contract care 
into its health-care system. By partnering with an ex- 
perienced managed-care contractor (s), VA could define 
a care management model with a high probability of 
achieving its health-care system objectives: integrated, 
timely, accessible, appropriate, and quality care pur- 
chased at the best value for the VA. 

Currently, many veterans are disengaged from the VA 
health-care system when receiving health-care services 
from private physicians at VA expense. Additionally, 
VA is not fully optimizing its resources to improve 
timely access to health care through coordination of 
community-based care. The IBVSOs believe it is im- 
portant for VA to develop an effective care coordina- 
tion model that achieves both its health-care and 
financial objectives. Doing so will improve patient care 
quality, more wisely use VA’s increasingly limited re- 
sources, and reduce overpayments. 

Components of a coordinated care program should in- 
clude the following: 

• Care and case management to assist every veteran 
and each VAMC when a veteran must receive non- 
VA care. By matching the appropriate non-VA care 
to the veteran’s medical needs, the care coordina- 
tion contractor could address both appropriateness 
of care and continuity of care. The result could be 
a truly integrated seamless health-care delivery sys- 
tem; and 

• Provider networks that complement the capabili- 
ties and capacities of each VAMC and provide a 
“surge” capacity in times of increased need. Such 
contracted networks should address timeliness, ac- 
cess, and cost-effectiveness in both urban and rural 
environments. Additionally, the care coordination 
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contractor could require private providers to meet 
specific VA requirements, such as timely commu- 
nicating clinical information to VA, proper and 
timely submitting of electronic claims, meeting VA 
established access standards, and complying with 
other applicable performance measures. 

If properly implemented, a care-coordination system 
also could improve veteran satisfaction with contract 
services and optimize workload for VA facilities and 
their academic affiliates. 

VA is currently conducting the pilot project “Project 
HERO” — Healthcare Effectiveness through Resource 
Optimization, as directed by the Conference Report 163 
on VA’s fiscal year 2006 appropriation, Public Law 
109-114. Project HERO, according to VA “is aimed at 
improving the ability of VA’s patient-focused health- 
care system to care for the Department’s 7.7 million 
enrolled veterans.” Under the program, VA asserts it 
will improve its capacity to care for its veterans at the 
more than 1,400 sites of care it currently operates and 
will take steps to ensure that community providers to 
whom it refers veterans meet VA’s quality and service 
standards. The ultimate goal of Project HERO is to en- 
sure that all care delivered by VA — whether through 
VA providers or through our community partners — is 
of the same quality and consistency for veterans, re- 
gardless of where care is delivered.” 164 

In 2007 VA awarded a contract to Humana Veterans 
Healthcare Services, a national managed care corpora- 
tion that is also a major fiscal intermediary and private 
network manager under the Department of Defense 
TRICARE program. Under this pilot program, partici- 
pating Veterans Integrated Service Networks (VISNs) 
8, 16, 20, and 23 are to provide primary care and, when 
circumstances warrant, must authorize referrals to Hu- 
mana Veterans Healthcare Services for specialized serv- 
ices in the community. These specialty services include 
medical/surgical, diagnostics, mental health, and dialy- 
sis and are made available from private sources through 
Humana Veterans Healthcare Services. Also, as of Jan- 
uary 14, 2008, contract services for dental care have 
been made available through Delta Dental. 

VA asserts that Project HERO will better manage the 
private health-care services that VA purchases and will 
ensure that community providers meet the quality stan- 
dards of VA care in caring for participating veterans. 
The IBVSOs have been informed that the quality of 
care provided through Project HERO would be equal 
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to or better than that provide directly by VA. As part 
of providing coordinated care, VA has indicated clini- 
cal information and patient records pertinent to the 
specialty care being sought will be shared among par- 
ticipating VA facilities and community providers to en- 
sure quality and continuity of care. 

Since this matter first emerged in the FY 2006 Con- 
gressional appropriations arena, it has remained a sig- 
nificant concern of the IBVSOs that Project HERO not 
become a basis to downsize or to privatize VA health 
care. Our concern remains that this initiative could be- 
come a method to contract out VA services beyond the 
current extent of VA contract care programs. Early in 
our discussions with the VA, we requested that spend- 
ing under Project HERO be capped so as not to exceed 
total contract care costs recorded during the previous 
year for each network selected to participate. This lim- 
itation would have ensured that Project HERO would 
become an incentive to reduce contract care spending, 
as originally envisioned. VA chose not to accept our 
recommendation, and in fact expanded contract max- 
imum spending in some cases upwards of 500 percent; 
thus, we remain concerned about the intent of this 
project. 

Patient satisfaction for non-VA services provided under 
this program remains below VA’s national average, and 
timeliness of completed appointments for routine care 
remains highly variable. In addition, the initial data are 
a source of concern for the IBVSOs because surveys 
utilized were provided only to patients that had com- 
pleted a VA-referred appointment. A bias may con- 
found the results of this survey since Project HERO 
contract providers are obligated to meet access-to-care 
standards that include patient scheduling of less than 
30 days in order to exercise optional years beyond the 
current contract. Still, nearly a year since the contract 
has been awarded the existing network of non-VA 
providers has failed to meet its own target. 

Patient satisfaction does not necessarily equate to qual- 
ity of care. Of great concern to the IBVSOs is VA’s lack 
of an incentive or measurement to assess that the qual- 
ity of non-VA care to ensure that it meets or exceeds 
the clinical quality of VA care such as VA’s revolution- 
ary provider self-report on patient safety incidents is 
of great concern to the IBVSOs. Although our fear re- 
mains that under this new pilot project VA will pay sig- 
nificantly more for contract care without the 
safeguards of VA’s high-quality standards — we are en- 
couraged that VA recently contracted with Corrigo 


Health Care Solutions to evaluate and provide recom- 
mendations on the business processes of Project HERO. 

The IBVSOs have been assured that VA will provide 
veterans service organizations (VSOs) with reports on 
a quarterly and annual basis and that reports will in- 
clude metrics for cost, quality, safety, vendor perform- 
ance, and other data relevant to the demonstration. 
This will help to ensure that Project HERO is meeting 
the goals and objectives outlined in the report that ac- 
companied P.L. 109-305. While it is true that quarterly 
updates are being provided to the VSO community, in- 
cluding the organizations that produce this Independ- 
ent Budget, we still await satisfactory reports on “cost, 
quality, safety, vendor performance, and other data rel- 
evant” to the Project HERO demonstration. 


Recommendations: 

VA should establish a contract care coordination pro- 
gram that incorporates the Preferred Pricing Program 
discussed herein, based on principles of sound medical 
management, and tailored to VA and veterans’ specific 
needs. The Preferred Pricing Program should also be 
enhanced and leveraged to develop pilots to address 
the needs of rural veteran access issues as well as a for- 
mal surge capability. 

Veterans who receive private care at VA expense and 
authorization should be required to participate in the 
care-coordination program, with limited exceptions. 

VA and any care coordinator should jointly develop 
identifiable measures to assess program results and 
share results with Congress and stakeholders, including 
The Independent Budget veterans service organiza- 
tions. Care should be taken to ensure inclusion of im- 
portant VA academic affiliates in this program. 

The components of a care-coordination program 
should include claims processing, health records man- 
agement, and centralized appointment scheduling. 

VA also should develop a series of tailored pilot pro- 
grams to provide VA-coordinated care in a selected 
group of rural communities. As part of these pilots, VA 
should measure the relative costs, quality, satisfaction, 
degree of access improvements, and other appropriate 
variables, as compared to similar measurements of a 
like group of veterans in VA health care. In addition, 
the national Preferred Pricing Program’s network of 
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providers should be leveraged in this effort. Each pilot 
also should be closely monitored by the VA’s Rural Vet- 
erans Advisory Committee. These same pilots can in 
turn be tailored to create a more formal surge capabil- 
ity addressing future access needs. 

VA should establish a mechanism to track contract ex- 
penditures within the Project HERO pilot network that 
include cost comparisons to existing contract costs. 

VA should develop a set of quality standards that contract 
care providers must meet that are equivalent to the qual- 


ity of care veterans receive within the VA system. Any 
Project HERO provider should be held to this standard. 

VA should provide Congress, and make publicly avail- 
able, the results of the first year of operations under 
the Project HERO initiative, including both quality and 
cost data. 


'“House Report 109-305, 109th Cong., 1st Sess. (2005). 

'“Michael Kussman, principal Under Secretary for Health, VHA, testimony for 
hearing on “Enhancing Access to Quality Care for Our Nation’s Veterans 
Through Care Coordination Demonstrations — Project HERO” before the House 
Committee on Veterans’ Affairs, March 29, 2006. 




Non-VA Purchased Care: 

The extent of its decentralized structure, complex legislative authority, and the inadequate 
funding to local VA facilities for non-VA purchased care continue to erode 
the effectiveness of this necessary health-care benefit. 


T he Veterans Health Administration (VHA) is one 
of the world’s largest health-care delivery organi- 
zations. As part of an integrated strategy to provide 
veterans with timely access to quality health-care serv- 
ices, VA health-care facilities are authorized to pay for 
health-care services acquired from non-VA health-care 
providers. These services may be provided to eligible 
veterans from non-VA health-care providers when VA 
medical facilities are incapable of providing necessary 
care to a veteran; when VA medical facilities are geo- 
graphically inaccessible to a veteran for necessary care; 
when a medical emergency prevents a veteran from re- 
ceiving care in a VA facility; to complete an episode of 
VA care; and for certain specialty examinations to as- 
sist VA in adjudicating disability claims. 

The Non-VA Care Fee Program has historically been 
called the Fee Program and has included the Civilian 
Health and Medical Program of the Department of 
Veterans Affairs (CHAMPVA). Under the Fee Program, 
veterans who are determined by VHA staff to be eligi- 
ble and are authorized fee-basis care are allowed to 
choose their own medical providers. In addition, vet- 
erans under the Fee Program are sometimes unable to 
secure treatment from a community provider because 


of VA’s lower payment, less than full payment, and de- 
layed payment for medical services. The Independent 
Budget veterans service organizations (IBVSOs) are es- 
pecially concerned that service-connected disabled vet- 
erans who are authorized to use non-VA care are at 
times required by the only provider in their commu- 
nity to pay for the care up front. In these instances, 
health-care providers frequently charge a higher rate 
than VA is authorized to pay, resulting in veterans hav- 
ing to pay for the medical care they need and then seek 
reimbursement from VA. Furthermore, because VA will 
at times approve only a portion of the costs of medical 
services or inpatient hospital days of care provided in 
community health-care facilities, veterans who seek re- 
imbursement from VA are paying for part of their care. 

Fundamental to a successful non-VA purchased care 
program (which includes CHAMPVA) is an appropri- 
ate information technology (IT) infrastructure. VA 
manages the authorization, claims processing, and re- 
imbursement for services acquired from non-VA 
health-care providers through the Purchased Care Pro- 
gram. Due to the program’s dated IT infrastructure and 
cumbersome processes of having multiple and repeti- 
tive data entry points and local modifications to suit 
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local needs resulting in inconsistent claims processing, 
VA approved funding in October 2002 to replace its 
IT infrastructure by FY 2009. However, the project 
subsequently lost its funding in December 2005, elim- 
inating the necessary IT infrastructure to manage the 
program. 

Much effort has been made by VA to address existing 
variability in processing non-VA medical care claims. 
By initiating improvements to its business practices, VA 
has begun to address the timeliness to pay a claim. The 
IBVSOs applaud the implementation of a national Fee 
training program for local fee staff as well as certifica- 
tion for authorization and claims processing. Field as- 
sistance teams have been deployed to work directly 
with the field fee offices and facilities to provide stan- 
dardization in business practices and target specific im- 
provements as requested from the field. Some 
temporary stand-alone IT systems have been put in 
place, but they lack the functionality for centralized re- 
porting, recording, and decision support. Clearly, what 
leadership expects of IT today to manage this program 
for decision making, policy change, and the like is not 
being provided by the interim solution. In light of the 
need for significant changes to the overall infrastruc- 
ture, the short-term band-aid approach may be ade- 
quate, but is not in the best interest of veteran patients 
or the VA to provide timely access to quality health- 
care services. The IBVSOs believe VA leadership must 
continue to provide the support needed to achieve the 


goals of these initiatives. Moreover, Congress should 
provide the necessary resources to fulfill the need for an 
IT infrastructure replacement system for this program. 


Recommendations: 

When VA preauthorizes non-VA medical care for a vet- 
eran, it should coordinate with the chosen health-care 
provider for both the veteran’s care and payment of 
medical services. Service-connected veterans should not 
be required to negotiate payment terms with private 
providers for authorized fee-basis care or pay out-of- 
pocket for such services. 

VA should continue to pursue the regulatory changes 
needed for its payment methodology to provide equitable 
payments for the care veterans receive in the community. 

VA should provide the necessary support and place a 
higher priority for a long-term solution to standardize 
business practice in the non-VA purchased care pro- 
gram to allow efficient and timely processing of claims. 

Congress should provide the necessary funds to facili- 
tate development and implementation of an appropri- 
ate IT infrastructure for VA’s non-VA purchased care 
program. 
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Centralized Information Technology Impa ct on VA Health Care 

While still concerned about the impact of centralization of information technology (IT) 
on the Veterans Health Administration (V. HA), The Independent Budget veterans service 
organizations (IBVSOs) are hopeful that a number of issues we have raised in the 
past will be resolved early in the new Administration. 


T he VA health-care system has iteratively developed 
and perfected a unique VA electronic health record 
(EHR) system over a 30-year period. The most impor- 
tant, impressive, and lasting value of the VHA’s EHR sys- 
tem is that it was conceived and developed internally by 
thousands of VA clinicians, administrators, managers, 
biomedical and health services researchers, and clinical 
informatics experts — those same professionals who ac- 
tually deliver VA health care in VA facilities. 

The current version of this EHR system, based on the 
VHA’s self-developed Veterans Health Information Sys- 
tems and Technology Architecture (VistA) public do- 
main software, sets the standard for EHR systems in 
the United States and has been publicly touted by the 
President, the Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO), and other federal 
officials as a model to be emulated by other health-care 
providers nationwide. 165 In fact, a commercial form of 
VistA has been installed by public and private sector 
entities into the patient care systems of a number of 
U.S. and foreign health-care providers and networks, 
including state mental health facilities and community 
health centers in West Virginia; long-term care facilities 
in Oklahoma; private general hospitals in Texas, New 
York, California, and Wyoming; and health systems in 
a number of foreign nations (including Colombia, Fin- 
land, Germany, Mexico, and Nigeria), including one 
nation that is in the process of a trial implementation 
of VistA as its national EHR system. 

VA VistA: World-Class Electronic Health Record 

The VHA’s unparalleled success in integrating use of 
its comprehensive EHR system into its day-to-day 
health-care delivery process has been a critical factor in 
the VHA’s transformation in becoming recognized as 
a national leader in health-care quality, safety, preven- 
tion, and clinical effectiveness. Among health-care and 
IT industries worldwide, the VistA program is one of 
the most successful and remarkable Health IT and 
EHR systems. In recognition of this fact, in 2006 VA’s 
VistA won the prestigious “Innovations in American 


Government Award.” The annual award is sponsored 
by Harvard University’s Ash Institute for Democratic 
Governance and Innovation at the Kennedy School of 
Government and administered in partnership with the 
Council for Excellence in Government, and honors ex- 
cellence and creativity in the public sector. 

The workings of this EHR system constitute one of the 
fundamental and critical components of the VHA’s 
ability to deliver consistently high-quality and safe 
health care to 5.8 million of our nation’s veterans. In 
fact, VHA’s EHR system has hard-earned the reputa- 
tion as “world class,” and is acknowledged by most 
observers as the most successful EHR operating in the 
world today. It is also important to recognize that 
VHA’s EHR is not simply an IT system, but rather is a 
health-care tool that is just as vital a component of the 
VHA’s successful health-care delivery capability as its 
cardiac catheterization laboratories or its magnetic res- 
onance imaging scanners. Without its EHR system, the 
VHA would be unable to deliver 21st century health 
care. Therefore, VistA should not, and cannot, be 
viewed as a standard IT system of network servers and 
operating systems but rather as a medical device. In 
fact, Food an Drug Administration (FDA) policies do 
consider the VistA system to be a medical device for 
regulatory purposes. 

Additionally, a number of former VHA leaders who 
helped bring this remarkable system into being are now 
major participants in efforts being led by the Depart- 
ment of Health and Human Services (HHS) and the 
private sector to implement the secure, interoperable, 
nationwide health IT infrastructure necessary to 
markedly improve the quality, safety, and efficiency of 
health care across the United States. As part of this in- 
frastructure to enable the desired transformational im- 
provements, the same pervasive use of EHRs needs to 
be attained in routine private and other public health- 
care systems that the VHA has already accomplished 
with its VistA system, and will be advancing even more 
with its next-generation EHR system, HealtheVet. For 
example, in September the Secretary of HHS hosted a 
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Federal Advisory Committee of the American Health 
Information Community (AHIC), where, before two 
cabinet-level secretaries, VA was a showcase model of 
interoperability, a goal only achieved because the VA’s 
VistA system already has all information available elec- 
tronically. 166 

The AHIC was the initial public-private forum for set- 
ting priorities to achieve nationwide health information 
interoperability, including the pervasive use of interop- 
erable EHRs in the American public and private health- 
care sectors-an effort that will save lives and money, 
improve health outcomes, and, crucially, avoid medical 
errors. The nation is attempting to emulate many of the 
lessons learned from VA’s successful development of 
VistA as benchmarks for future development of EHR 
systems, specifications, and standards. 

Under guidance from the AHIC and help from the 
public-private AHIC Successor (www.ahicsuccessor.org), 
private and other public health-care systems and facil- 
ities are trying to germinate the seeds and promote the 
incentives for mainstream American health care to 
achieve what the VHA already has accomplished — but 
many challenges lie ahead. Currently only about 12 
percent of the nation’s private hospitals use advanced 
EHRs with any clinical decision-support capability, but, 
as mentioned by the presenter at the September AHIC 
meeting, the number doubles when you include federal 
hospitals because of the work of VA. Additionally, only 
about 20 percent claim significant physician use of 
computerized provider order entry systems — whereas 
the VHA has a paperless system used universally by stu- 
dents, residents, and VA attending staff. 

As previously discussed, the existence of automated 
records enables the VHA to provide higher quality, and 
safer, more efficient health care to veterans. VistA em- 
powers VA — uniquely — to avoid medical mistakes rou- 
tinely being made by other providers in the private and 
public sectors. The Institute of Medicine in its report 
titled “To Err Is Human” has estimated that preventa- 
ble medical mistakes result in an estimated 98,000 or 
more deaths in the United States annually. VistA saves 
veterans’ lives by reducing unreadable physician orders, 
issuing alerts for life-threatening drug allergies, and 
eliminating medication errors. VA estimated that VistA 
improved 6,000 veterans’ lives by raising rates of pneu- 
monia vaccination among veterans with emphysema, 
cutting pneumonia hospitalizations in half, and reduc- 
ing VA costs by $40 million per year. 


Reducing Medication Errors 

A report by the Institute of Medicine of the National 
Academy of Sciences estimates more than 1.5 million 
Americans are harmed by drug errors in medical settings 
each year, and calls for all prescriptions to be written elec- 
tronically by 2010. The report said, on average, a hospi- 
talized patient is subject to at least one medication error 
per day, despite recent initiatives to improve the admin- 
istration of medicines. 

More lives are saved through use of VistA’s Bar Code 
Medication Administration (BCMA) to verify a pa- 
tient’s identity and validate that patient’s proper dosage 
and medication — before it is administered. National 
implementation of this simple process, with a complex 
VistA applications program underpinning it, has virtu- 
ally eliminated medication errors in VA inpatient serv- 
ices. The idea for BCMA was originated by a nurse at 
the Topeka VA medical center (VAMC) who worked 
with local IT staff to develop a working prototype. The 
importance of BCMA has received wide recognition, 
and it has become an industry standard that has 
sparked numerous commercial products. 

In our highly mobile society, portability of health records 
is a major concern. In 2005, the value and power of 
portable electronic health records was proven during the 
Gulf Coast hurricanes. Many private health-care 
providers and organizations lost their paper medical 
records. The VHA’s EHRs with its critical systems redun- 
dancies allowed VA to access backup records and trans- 
fer them to the veterans’ new VA facility location. While 
VA shuttered and evacuated its New Orleans and Gulf- 
port medical centers, as well as a number of its commu- 
nity-based outpatient clinics, and moved thousands of 
patients to higher ground, these veterans’ care was un- 
interrupted, and not a single VA patient health record 
was lost. 

The VHA’s health-care quality improvements over more 
than a decade have been lauded by many independent 
and outside observers, including the Institute of Medi- 
cine of the National Academy of Sciences, JCAHO, the 
National Quality Forum, and the HHS Agency for 
Health Care Quality and Research. While its IT accom- 
plishments alone certainly do not account for all of the 
VHA’s success in improving health-care quality, the elec- 
tronic integration of enrollment, computerized provider 
order entry, laboratory, radiology, nuclear medicine, 
pharmacy, surgery, scheduling, human resources, logis- 
tics, management, and multiple reporting systems en- 


Medical Care 151 


Administrative Issues 



Administrative Issues 


450 


Medical Care 


ables VHA to operate, coordinate, and plan health care 
for veterans across the continuum of care and across 
the largest integrated health-care system in the United 
States. These systems function at a level well above the 
capabilities of other public and private health-care or- 
ganizations. In order to continue to maximize health- 
care quality and efficiency in a dynamic and rapidly 
changing environment, VHA must have the flexibility 
and management control to address urgent needs 
throughout the clinical environment of care. The VistA 
system is a vital health-care tool and an essential com- 
ponent of VA health care, no less crucial than medical 
devices used in diagnosis and treatment. In the judg- 
ment of the IBVSOs, VHA is the essential place where 
this management and governance responsibility for 
health IT should lie. 

Despite this record of remarkable success, in late 2006 
VistA (and its planned successor, HealtheVet) was swept 
up in a VA management decision to restructure all VA 
IT systems under a departmental-level chief informa- 
tion officer (CIO), with centralization of governance 
authority and IT budgets. This action was triggered in 
the wake of the theft of a VA laptop computer from the 
home of a VA management analyst. That computer, 
later recovered intact, contained personal information 
on an extensive number of living American veterans and 
serving members of the U.S. armed forces. This was not 
a VHA laptop, contained no VHA clinical information, 
and the employee involved was not a VHA employee 
(he was employed by the Secretary’s Office of Policy 
and Planning). It should also be noted that this was pri- 
marily a breach of the employee’s office security policy, 
not IT security policy. The medium by which the of- 
fending employee removed the sensitive information 
from VA was electronic, rather than paper, and this 
theft event was not a breach of an IT security system. 

In the aftermath of the laptop theft, the Secretary of 
Veterans Affairs acted on VA IT systems as a whole in 
an effort to both satisfy Congress that VA was taking a 
serious action to solve a chronic and serious problem 
in information security, about which many critics had 
complained for years, and to reassure veterans that VA 
would use all means at its disposal to protect their per- 
sonal information. 

All VA IT resources have since been gathered under the 
new Office of Information and Technology, with a De- 
partment-wide CIO who reports to the Secretary. Both 
the positive and negative effects of that centralization 
have emerged. While the IBVSOs continue to support 


the idea that sensitive veteran-specific information in 
the hands of the government needs to be secured, the IB- 
VSOs have expressed our concern that focusing on in- 
formation security as a problem that can be solved 
exclusively by IT centralization may retard the creative 
and crucial organizational elements that might be im- 
portant in sustaining a culture of organizational vigi- 
lance in information protection. VHA and the entire 
U.S. health-care community are subject to privacy and 
security regulations under the Health Insurance Porta- 
bility and Accountability Act of 1996 (HIPAA), an act 
that comprehensively prescribes the vigilance required 
to protect health information. HIPAA is legislation that 
covers health information within VHA, and is used by 
all VHA employees to guide their privacy activities re- 
lated to health information on veterans. 

Nationally and internationally, private sector and gov- 
ernments (including the U.S. government) have turned 
to VHA to learn what was unique about its health-care 
system that would enable it to create and so extensively 
implement a transformational tool as powerful as VistA 
has become. Ironically, within VA now, the environment 
has been changed with the possible result of jeopardiz- 
ing the unique circumstances in VHA that fostered the 
successful enhancement, improvement, and evolution 
of VistA from predecessor health and research IT ac- 
tivities. The future viability and sustainability of these 
technology advancements, now integrally intertwined 
with VHA’s health-care delivery processes, are threat- 
ened. In doing so, VA’s IT reorganization may ultimately 
threaten the lives of the veterans they serve. 

VistA has been so successful as an electronic health record 
system because it was developed by clinicians and for cli- 
nicians and was responsive to the directions and priorities 
of the VHA leadership. Putting together IT development 
teams composed of clinician users, VA program man- 
agers, policy makers, and software programmers facili- 
tated rapid development, improvement, and continued 
innovation. VHA clinicians are highly motivated toward 
investigation, research, and teaching, and the IBVSOs en- 
courage those laudable motives because they lead to 
higher quality, efficiency, and improved outcomes in 
health care. VHA’s former IT development process 
spurred rapid innovation and creative practical applica- 
tions to solve difficult, complex problems and facilitate 
quality clinical care. The VA CIO Office of Enterprise De- 
velopment (OED) has fallen short of this standard. Im- 
pediments to VHA’s ability to determine the rate and 
scope of change in its health IT solutions embedded 
within the care delivery processes endangers VHA’s abil- 
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ity to deliver the high-quality health care our nation’s 
veterans deserve. As an example, when rapid develop- 
ment of new IT software was needed to address the 
needs of Operations Enduring and Iraqi Freedom 
(OEF/OIF) veterans and the recommendations of the 
President’s Commission on Care for America’s Return- 
ing Wounded Warriors, the CIO Office of Enterprise De- 
velopment (OED) could not meet the challenge and 
VHA stepped in to provide the needed clinical expertise 
and software development. Who will respond in the next 
5, 10, or 15 years when this critical knowledge and skills 
are lost? 

The health IT innovation exhibited by VHA cannot be 
sustained without maintaining the balanced systems and 
development principles that were responsible for its past 
success. All IT decisions should not be made in Wash- 
ington and permission obtained for development, plan- 
ning, procurement, and other key functions be granted 
through a centralized bureaucracy that is ignorant of the 
needs and input from frontline health-care providers. 
The dampening effects are already evident in VAMCs 
nationwide. VHA staff are frustrated that systems that 
functioned smoothly in the past no longer support their 
routine delivery of good health care. Such impediments 
delay or prevent VHA from rapidly incorporating ad- 
vancements derived from its own research activities as 
well as from the exponentially increasing medical liter- 
ature, and obstruct VHA from continuing to transform 
the care delivery processes themselves. Such erosion 
places veterans’ health in jeopardy. 

Governance of VA IT Systems 

The IBVSOs are concerned that the current governance 
policy gives the VA CIO and associated offices, with no 
responsibility or accountability for health-care delivery 
to our nations veterans, decisional authority affecting 
VHA IT resource and mission decisions, including its 
EHR maintenance requirements and priorities. This is 
considered antithetical to both the Department of De- 
fense health systems and the private health-care enter- 
prise and, we believe, is against all accepted principles of 
existing best practices. In our opinion, no other contem- 
porary health-care organization exists where the service 
provider (the CIO) is superior to, and often in a position 
to override, the decisions and needs of the chief health- 
care executive. 

While the governance decision has caused a number of 
unintended consequences and critical challenges, some of 
the more significant ones are the impact on VA’s medical 


centers, their community-based outpatient clinics, and 
their supervising Veterans Integrated Service Network 
(VISN) offices. In these locations, managers can no longer 
purchase needed medical IT equipment, software, or sup- 
portive services of any kind independently or even 
through the approval by direction of the Under Secretary 
for Health, without further approval by the CIO. In the 
current governance alignment, the VA CIO has the abil- 
ity to override any Under Secretary, regional network, or 
local facility leadership decision to purchase IT-related 
equipment, software, or services — even those critical to 
providing direct, safe care to enrolled veterans. 

The IBVSOs understand that the VHA is working on a 
proposal to revise governance to ensure that it regains, 
to a greater extent, decisional and funding authority 
for health-care development and ongoing operational 
activities of VistA. In our view, the optimal model is the 
VHA as mission “owner” when it comes to its own 
health IT system. We believe the VHA should set the 
strategy and agenda for the support of and future im- 
provement to its all-important EHR system. Specifically, 
the VHA should have the authority commensurate with 
accountability to set its own priorities, define its plans, 
manage project resources and implement and redirect 
resources, if necessary. Essentially, the VHA should 
own and direct its IT/EHR budget and mission priori- 
ties as well. Additionally, the VHA must regain at least 
some responsibility for ensuring that an application 
and the underlying system (now VistA, and eventually 
migrating to HealtheVet) meets known clinical needs 
for safe and efficient delivery of health care to veterans. 
It must be understood, however, that this can only be 
accomplished with the right governance, organiza- 
tional realignments, and appropriate accountability. 

The IBVSOs further believe that the CIO structure and 
reporting relationships are not aligned today for optimal 
service delivery to the VHA. Illustrations of the kinds of 
problems caused by the current organizational alignment 
include the following: 

• VHA health-care facilities are unable to obtain ap- 
proval or funds to hire needed IT staff, resulting in 
work-arounds, including use of work-study tempo- 
rary assignments, contractors, technical career field 
interns, clinical application coordinators, and other 
transient methods to meet ongoing, and even routine, 
workload demands. 

• Facilities have limited ability to initiate IT projects to 
meet new and increasing patient care demands. 
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We urge the Under Secretary for Health to reiterate to the 
Secretary of Veterans Affairs our contention that the most 
effective field governance would be through direct 
alignment of the CIO field staff to the VHA networks, 
through permanent reassignments, with interim details 
until those reassignments can be effected. These staff 
are crucial to the daily maintenance of VistA. We are 
informed that the VA General Counsel has determined 
or opined that such reassignments of field IT staff 
would require a legislative authorization from Con- 
gress, a proposal that we urge be pursued if the Secre- 
tary agrees with counsel’s interpretation of current law. 
Pending a decision to go forward with a legislative pro- 
posal to effect this change, however, we understand 
that the CIO has agreed to work with VHA to develop 
local facility governance principles to give each VISN 
a greater share of control and flexibility in using onsite 
IT staff resources. We appreciate that willingness to 
cooperate. 

Central Office Organization Holding Up Progress 

The IBVSOs observe that the current CIO OED seems 
unable to adequately support current and future re- 
quirements for VA’s flagship EHR next-generation 
program, particularly the major HealtheVet programs 
such as pharmacy, laboratory, computerized patient 
record system reengineering, scheduling, health data 
repository, blood bank, etc. And in FY 2009, VA’s abil- 
ity to begin exchanging health information through 
the Nationwide Health Information Network may be 
at risk. We also have found that OED organizational 
and contracting issues and hiring delays are signifi- 
cantly exacerbating the problem, moving the previ- 
ously planned implementation date for the major 
programs listed above from FY 2012 to FY 2015, and 
possibly later. We are disturbed by this delay in VA’s 
moving to the next generation of health IT, and as- 
suming centralization continues, we conclude that 
OED needs to significantly improve its programmatic 
capability at all levels of the OED organization, and 
especially at the senior level, to get this key program 
back on track. 

Budget Inflexibility 

VA is currently faced with severe restrictions imposed 
by Congress (and the Administration) on its budgetary 
management with respect to IT. Within the Medical 
Services account, VHA is obstructed from moving any 
funding into VHA IT support or development without 


explicit approval by Congress. Within the IT appro- 
priation itself, VA must notify Congress and wait a 
specified period if it intends to move IT funds of $1 
million or more from one purpose to another. At the 
local and network levels, VA is without any funding 
authority to procure local-use computing equipment, 
including printers, laptops, etc. These kinds of restric- 
tions essentially paralyze VHA at all levels from being 
adaptive at a time of great change and great challenge 
in IT management. 

Contracting Difficulty 

Because of the IT centralization, the IBVSOs observe 
a VA-wide problem affecting the use of contracts and 
contractors in operating and maintaining VHA’s EHR 
system to keep it up to date and running for the ben- 
efit of enrolled veterans. Corrections, “patches,” and 
other improvements to numerous VHA critical EHR 
programs (scheduling, pharmacy, laboratory, radiol- 
ogy, etc.) are stymied due to the length of time re- 
quired to navigate the unclear legal and procedural 
contracts-review process, one now completely cen- 
tralized and under the aegis of the CIO. Given the in- 
herent delays and bureaucratic behaviors we see 
occurring in procurement and legal reviews brought 
on by centralization, we believe because of its critical 
nature and tie to quality of health care, the HealtheVet 
next-generation development should be provided a 
dedicated contracting and legal review team to expe- 
dite these decisions. 

Perennially inadequate, VA’s contracting resources and 
capabilities to address the ever-growing problem in 
VHA IT are worsening, and a recent VA CIO decision 
to reduce the dollar threshold for contract legal review 
will only exacerbate this problem. 

Recruitment of IT Workforce Lagging 

As indicated elsewhere in this Independent Budget, the 
IBVSOs are concerned about VA’s human resources 
management programs and consequently VA’s ability 
to compete for scarce health, technical, and general 
professional fields. Nowhere is this more apparent 
than in VHA’s IT field. Numerous IT hiring issues 
recur across the VA system, marked significantly by 
the inordinate length of time required to enter and suc- 
cessfully exit the VA hiring process. Also, VA lacks suf- 
ficient flexibility in providing attractive compensation 
packages to recruited IT professionals, and thereby 
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loses many highly valued candidates to other agencies 
of government and private employers. In particular, 
these constrictions obstruct VA from appointing mili- 
tary retirees with strong IT credentials — despite VA’s 
strongly stated goal of hiring veterans. The OED sec- 
tion with responsibility for VA medical care IT pro- 
grams, including future development of those 
programs, is particularly unable to timely hire suffi- 
cient personnel with critical talents, and key person- 
nel such as major program managers, system 
architects, program planners, and other crucial staff. 

Emerging Hope 

The IBVSOs understand that the former Secretary of 
Veterans Affairs, who was not in VA when the cen- 
tralization decision was made by his predecessor, and 
who is a doctor of medicine by profession and per- 
sonal history, reportedly signaled a level of sympathy 
with and understanding of the plight of VHA IT in this 
hardened centralized environment. As a result, we un- 
derstand that in FY 2008 the VHA was able to gain 
the Secretary’s support for transferring significant 
funds from the Medical Services account to VHA IT in 
support of the EHR and its critical infrastructure in 
the field. A similar proposal for flexibility has been 
submitted for fiscal year 2009, but is currently pend- 
ing. Partly because of this more flexible posture as ex- 
emplified by the slight shift in funding flexibility, we 
hold out hope that the VHA may eventually gain more 
control over the fate of its IT systems in the future. 

Given the degree of success evident in the VHA today, 
not only in its clinical care results but also in its world- 
renowned biomedical research programs, the authors 
of The Independent Budget see no defensible justifica- 
tion for VA having centralized VHA IT governance 
and budgetary authority in a non-VHA environment 
that lacks any health-care expertise or accountability 
for health-care delivery. 

The principal reason we believe VHA IT has been suc- 
cessful and so critically linked to the documented im- 
provements in VA health-care quality is that VA 
health-care officials, who are accountable for health- 
care quality, have controlled and managed the VHA 
IT policy, planning, and budget functions for VHA for 
30 years. Thousands of clinical and other VHA per- 
sonnel who deliver health care to veterans have served 
as software developers and testers, subject matter ex- 
perts on technical evaluation panels, and daily users 
of the IT system that supports the delivery of coordi- 


nated clinical care — care that they themselves largely 
manage and plan. Without this degree of health IT so- 
phistication and integration with health-care delivery 
itself, we contend that the VHA could not have dou- 
bled enrollment since 1995, significantly reduced the 
cost of care, and improved quality and safety for 
America’s veterans. With continued inflexible central- 
ization, we fear these gains remain in jeopardy. 

The IBVSOs believe the VHA can best manage its own 
IT operations, planning, and budgeting. We feel cer- 
tain that this will be true with respect to the next gen- 
eration of VHA software, HealtheVet, a web-enabled 
system that was already well into development by 
VHA clinicians but now under control of the OED and 
the CIO. We acknowledge that centralization of any 
governmental or business function can be made to save 
dollars; however, these savings in the case of VHA may 
come at a cost of eroded quality of care to sick and 
disabled veterans with an inevitable overlay of bu- 
reaucracy that is endemic to centralization. Removing 
field facility personnel, especially clinical caregivers, 
investigators, and even local IT technical personnel, 
from the planning and development aspects of IT, 
could serve to diminish VA health care. 

While the IBVSOs recognize that IT centralization may 
make sense for many administrative functions in the 
Veterans Benefits Administration (VBA), various staff 
offices to the Secretary in the VA Central Office and 
functions of the National Cemetery Administration 
(NCA), the IBVSOs oppose absolute centralization of 
IT in the VHA. Those offices’ functions that are can- 
didates for centralization can be compared favorably 
to many other federal activities that rely on automated 
server systems and laptop or desktop applications such 
as those offered by Microsoft, Computer Associates, 
Oracle, and other commercial vendors of IT business 
platforms and database management systems. 

The IBVSOs continue to believe turning on its head 
the VHA’s 30-plus year creative authority and forcing 
VHA to compete with other elements of the VA for IT 
resources for VistA, and now for HealtheVet, while 
satisfying external requirements unrelated to health- 
care delivery, is a potential strategic mistake of major 
proportions. VHA’s IT and its health-care delivery sys- 
tem are one and the same; therefore, we cannot sup- 
port a policy that assumes VHA’s IT needs are not 
materially different from any other type of adminis- 
trative application. 
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Recommendations 

The Veterans Health Administration should regain at 
least partial — if not total — authority over health care-re- 
lated information technology used within the VA health- 
care systems clinical, research, and education 
environment. The VHA should regain its authority for 
planning, programming, operating, and budgeting in- 
formation technology matters that directly affect delivery 
of health care to enrolled veterans, and those directly af- 
fecting the conduct of VA’s sensitive biomedical research 
and development programs. In regaining some manage- 
ment responsibility, the VHA should establish policies 
and procedures that ensure coordination with the VA 
chief information officer to guarantee compliance with 
all federally mandated IT security requirements, in a 
manner congruent with the VHA responsibilities as a di- 
rect health-care service provider. 

If Congressional action is necessary to enable the VHA 
to control and supervise IT staff in VA health-care fa- 
cilities and network offices (more than 1,400 locations), 
Congress should permit this change. If Congressional 
action is not required (as the IBVSOs believe to be the 


case), the Secretary of Veterans Affairs should take ad- 
ministrative action to effect reassignments of field IT 
staffs to the respective VHA health-care facilities where 
they currently work. 

Any strictures on VA’s ability to shift funds in or out of 
IT financial accounts, whether by appropriations trans- 
fers or by reprogramming, should be examined by Con- 
gressional appropriations committee staffs to determine 
if more flexibility is needed within the VA to ensure 
continuity of operations of VA’s IT systems — and par- 
ticularly those affecting direct VA health care. 

Because of its critical nature and tie to quality of health 
care, the HealtheVet next-generation IT development 
should be provided a dedicated contracting and legal 
review team to expedite decisions that move this key 
project forward. 


W3 www.whitehouse.gov/news/releases/2004/04/20040427-5.html, the Joint Commis- 
sion on Accreditation of Healthcare Organizations (JCAHO). (http://www.jointcom- 
mission.Org/NR/rdonlyres/lC9A7079-7A29-4658-B80D-A7DF8771309B/0/Hosptal 
_Future.pdf). 

1<4 (www.hhs.gov/healthit/community/meetings/m20080923.html). 




VHA Physician Assistant Director: 

The full-time position of physician assistant advisor to the Under Secretary for 
Health should be located in the VA Central Office. 


T he Department of Veterans Affairs is the largest sin- 
gle federal employer of physician assistants (PAs), 
with approximately 1,800 full-time PA positions, and has 
utilized PAs since 1969 when the profession started. 
However; since the Veterans Benefits and Health Care Im- 
provement Act of 2000 directed that the Under Secretary 
of Health appoint a PA advisor, the Veterans Health Ad- 
ministration (VHA) continued to assign the PA position as 
a part-time, field based employee until April 2008, with 
collateral administrative duties in addition to the PA ad- 
visor’s clinical duties. Although full-time currently, the po- 
sition is still field-based and often does not receive travel 
funding until late in the second quarter each year; result- 
ing in missed opportunities to attend VHA meetings. 

The Independent Budget ve terans service organizations 
(IBVSOs) have requested for the past seven years that 


physician assistant be made a full-time position within 
the VHA. We testified in support of H.R. 2790, a bi- 
partisan bill that would require a full-time PA advisor in 
the VA Central Office. While this bill passed the House, 
unfortunately, the Senate did not act. 

As structured currently, PAs have been strictly field 
based. In addition, the PA advisor has had a limited 
scope of PA-specific clinical or personnel issues; has 
not been appointed to any of the major health care VA 
strategic planning committees; has not been included in 
many aspects of planning on seamless transition, poly- 
trauma centers, traumatic brain injury staffing, or the 
Office of Rural Health Care; and has not been utilized 
for emergency disaster planning even though 34 per- 
cent of all VA-employed PAs are veterans or currently 
serve in the military reserves. This critical occupation 
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could bring vital experiences to new initiatives for im- 
proving veteran’s health-care access, especially during a 
time when there is shortage of primary care physicians. 

PAs in the VA health-care system are essential primary 
care providers for millions of veterans annually, with ap- 
proximately 1,800 PAs now employed by VA. PAs cur- 
rently work in ambulatory care clinics, emergency 
medicine, and numerous other medical and surgical sub- 
specialties. The IBVSOs believe that PAs are a critical 
component of VA health-care delivery and urge that this 
occupation be included in any recruitment and retention 
legislation coming when the 111th Congress revisits S. 
2969 on Enhancement of Authorities for Retention of 
Medical Professionals. The five-year average turnover 
“retention rate” for PAs has been 8.9 percent, and by 
2012 it is projected that 28 percent of the PA workforce 
would be eligible for retirement. Similar to other critical 
health-care occupations, these needs must be addressed. 


A new version of H.R. 2790 should be introduced early 
in the 111th Congress, by both the Senate and House 
Veterans Affairs’ Committees, to ensure that the chief 
consultant Physician Assistant Services, within Office of 
Under Secretary of Health, is finally established by 
statute to avoid further delays. 


Recommendations: 

Congress should mandate a full-time chief consultant for 
Physician Assistant Services within the Office of the 
Under Secretary for Health. Implementation of this po- 
sition should be required, with reports back to the chair- 
men of the Committees on Veterans’ Affairs. 

Congress should include the PA occupation in any future 
legislation concerning health-care retention, and educa- 
tion, training, and debt-reduction programs. 




Family and Caregiver Support Issues Affecting 
Severely Injured Veterans: 

Given the prevalence and severity of polytrauma in the newest generation of disabled veterans, 
VA should establish a series of new programs to provide support and care to immediate family 
members who are committed to providing these veterans with lifelong personal care and attendance. 


I n “The Challenge of Caring for Our Newest Genera- 
tion of War Veterans,” The Independent Budget vet- 
erans service organizations (IBVSOs) describe the 
nature, prevalence, and degree of injuries that veterans 
have suffered in Operations Enduring and Iraqi Free- 
dom (OEF/OIF). These veterans often have disabling 
physical conditions, such as multiple limb amputations, 
spinal cord injury, internal shrapnel injury, loss of sight, 
and residuals of severe burns. Blast injuries are common 
in Afghanistan and Iraq, resulting in traumatic brain in- 
jury (TBI) that compromises cognitive functions and 
memory and often results in an inability to inhibit cer- 
tain behaviors that are self-harming, such as domestic 
violence and substance misuse, among other problems 
and risky behaviors. The violence of an improvised ex- 
plosive device detonation also results in psychological 
stress reactions, including post-traumatic stress disorder 
(PTSD) in many of these severely wounded veterans. 


A miraculous number of our veterans are surviving what 
surely would have been fatal events in earlier periods of 
warfare, but many are grievously disabled and require a 
variety of intensive and even unprecedented medical, 
prosthetic, psychosocial, and personal support. Eventu- 
ally, most of these veterans will be able to return to their 
families, at least on a part-time basis, or will be moved 
to an appropriate therapeutic residential care setting — 
but with the expectation that family members will serve 
as lifelong caregivers and personal attendants to help 
them compensate for the dramatic loss of physical, men- 
tal, and emotional capacities as a result of their injuries. 

Immediate families of severely injured veterans of 
OEF/OIF face daunting challenges while serving in this 
unique role. They must cope simultaneously with the 
complex physical 167 and emotional problems 168 of the 
severely injured veteran plus deal with the complexities 
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of the systems of care 169 that these veterans must rely on, 
while struggling with disruption of family life, interrup- 
tions of personal professional goals and employment, 
and dissolution of other “normal” support systems be- 
cause of the changed circumstances resulting from the 
veteran’s injuries and illness. Research suggests that care- 
giver support services (e.g., individual and family coun- 
seling, respite care, education, and training) can help to 
reduce the burden, stress, and depression arising from 
caregiving responsibilities and can improve overall well- 
being. 170 ’ 171 > 172 

Care of the Severely Wounded and Support 
of Caregivers 

As severely injured troops are released from active duty, 
they are in need of full-time care. The options include 
institutional care provided by or paid for by VA, or full- 
time care in the home supported by a VA provided care- 
giver or by a family member. Were it not for the 
Caregiver Assistance Pilot Programs, 173 the VA system 
currently offers little recognition of the caregiver sacri- 
fices being made daily by spouses and families in taking 
over the care of their wounded loved ones at home. A 
spouse who becomes the primary caregiver of a severely 
injured soldier experiences individual challenges, as well 
as marital stress. The injury, the result of an unexpected 
event, throws the family unit into a situational crisis, 
not something that is a part of normal family develop- 
ment. Events like these are likely to be perceived as 
more stressful than giving care to an elderly family 
member, simply because it is “off-time” — away from 
the “normative life cycle.” 174 

Caregiver burden is the strain or load borne by an indi- 
vidual caring for an older, chronically ill, or disabled 
family member or other person. It is a multidimensional 
response to the physical, psychological, emotional, so- 
cial, and financial stressors associated with caring for 
another person. According to a research synthesis on 
caregiver role strain conducted at the University of 
Texas, added burden and strain is experienced when the 
caregiver is living with the recipient; limited resources 
are available for tangible support; and the care recipi- 
ent’s self-perception of health status is poor. 175 A recent 
study of female partners of veterans with PTSD found 
that significant others also suffer from caregiver burden. 
The partners in this study exhibited high levels of psy- 
chological stress with their clinical stress scale scoring 
above the 90th percentile. In addition to psychological 
stress, the spouse caregivers fought depression and sui- 
cidal ideations. Clearly, mental health care, support 


group services, and individual counseling for family 
members are needed beyond VA’s Polytrauma Rehabili- 
tation Centers. 

The spouse of a severely injured veteran is likely to be 
young, have dependent children, and reside in a rural 
area where access to support services of any kind can be 
limited. They are also more likely to be dependent on 
state programs and Medicaid, with great variability 
from state to state. 176 Complicating matters is the fact 
that an increasing number of the severely injured are 
from reserve components (primarily Army and Marine) 
and National Guard units. It is likely that the families of 
these troops have never lived on military bases and do 
not have access to the vibrant social support services and 
networks connected with active duty military life. 
Spouses of the injured often must give up their own em- 
ployment (or withdraw from school in many cases) to 
care for, attend to, and advocate for their injured veter- 
ans. They often fall victim to bureaucratic mishaps in 
the shifting responsibility of conflicting government pay 
and compensation systems (military pay, military dis- 
ability pay, military retirement pay, VA compensation). 
Also, they rely on this much-needed subsistence in the 
absence of other personal income. 

In November 2008, an account was published in the 
New York Times documenting these very circumstances. 
A young staff sergeant suffered a wound to the neck, 
severing his spinal cord. His wife had to quit her job to 
take care of him. They tried to hire help provided by the 
government but the people they found to help were in- 
competent. And even a good caregiver did not allow the 
veteran to live the life that he wanted to live. Because of 
their lack of education about such a situation, the vet- 
eran and his wife were led to believe that government 
regulations prohibit caregivers from taking disabled vet- 
erans for whom they are caring out of the house. This 
sergeant did not want to live like a shut-in. So his wife 
had to quit her job — forcing them to get by only on his 
disability compensation — in order to provide him with 
full-time quality care. 177 This couple and many like them 
support legislation that would provide family caregivers 
compensation or a salary for keeping their loved one at 
home — legislation the VA has opposed. 

To address the need for financial support to family care- 
givers of severely disabled veterans, VA testified before 
Congress stating, “ VA currently contracts with more than 
4,000 home health agencies that are approved by the 
Centers for Medicare and Medicaid Services (CMS) 
and/or are state licensed. Many of these agencies have 
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expertise in training and certifying home health aides, in- 
cluding family members. Many operate in rural commu- 
nities. VA refers interested family members to these 
agencies and, after their training, these family caregivers 
become paid employees of the agencies. VA provides re- 
muneration pursuant to agreements with the home health 
agencies, thus compensating family caregivers indirectly. 
Importantly, VA also ensures that these home health 
agencies meet and maintain training and certification re- 
quirements specific to caregivers of traumatic brain in- 
jured (TBI) patients.” 178 

According to the Department of Labor, 179 unlike personal 
and home care aides, who provide mainly housekeeping 
and routine personal care services, home health aides 
help elderly, convalescent, or disabled persons live in their 
own homes instead of health-care facilities. Under the di- 
rection of nursing or medical staff, they provide health- 
related services, such as administering oral medications. 
Experienced home health aides, with training, also may 
assist with medical equipment, such as ventilators, to help 
patients breathe. 

VA’s agreements with home health agencies fall under 
federal guidelines for home health aides whose employ- 
ers receive reimbursement from Medicare. Federal law 
requires home health aides to pass a competency test cov- 
ering a wide range of areas; however, states may have ad- 
ditional licensure requirements adding to the variability, 
and thus complexity, of VA’s program, which requires 
family caregivers to complete a 75-hour course of in- 
struction and 16 hours of supervised practical training in 
addition to annual training. Moreover, median hourly 
earnings of home health aides were $9.34 in May 2006; 
they receive slight pay increases with experience and 
added responsibility. Median hourly earnings of psychi- 
atric aides were $11.49 in May 2006. 180 

If VA were to purchase home health services, it would 
use a maximum payment rate that is locally calculated 
and specific to one of six disciplines. The Medicare low 
utilization payment adjustment (LUPA) rates 181 are used 
by VA as the maximum cap for home health aide serv- 
ices. 182 The LUPA rate in and of itself is used by Medicare 
for episodes with four or fewer visits within a 60-day pe- 
riod, and VA then uses it based on two hours of care per 
visit. In states that reimburse separately for homemaker 
services, VA’s rate will not exceed 110 percent of the es- 
tablished state rate for that home care agency or geo- 
graphic area. VA uses LUPA home care rates without 
regard to the number of visits or the length of the home 
care episode. 183 Unfortunately, while family members are 


allowed to train with the companies under contract to 
provide home health aides, only certain veterans are al- 
lowed to go through those companies to hire family 
members, and for only four hours a day. VA does not 
keep data on how many families use this program. Fam- 
ilies who think the program does not go far enough ob- 
ject to giving a third party a cut of the money, and say 
that four hours is insignificant when they often spend 24 
hours a day in the job. It also limits compensation to 
time spent on medical needs like bladder assistance and 
feeding, leaving out other tasks, such as chauffeuring and 
paperwork. 184 

For many younger, unmarried veterans, finding appro- 
priate community-based care is even more complicated. 
Their primary caregivers are their parents, who have lim- 
ited eligibility for military assistance, often are on limited 
incomes, and have no current eligibility for VA benefits 
or services of any kind. They, too, face the same or worse 
dilemmas as spouses of severely injured veterans because 
of their advancing age and life circumstances. The sup- 
port systems they need are limited or restricted, often in- 
formal, and clearly inadequate for the long term. Under 
current law, the spouse of an enrolled veteran is eligible 
for limited VA mental health services and counseling 
only as a so-called “collateral” of the veteran; such serv- 
ices are spotty to nonexistent across the VA system. The 
IBVSOs have been informed by some local VA officials 
that they are providing a significant amount of training, 
instruction, counseling, and health care to spouses and 
parents of severely injured veterans who are already at- 
tending these veterans during their hospitalizations at VA 
facilities. These officials are concerned about the absence 
of legal authority to provide these services without recog- 
nition within VA’s resource allocation system and that 
scarce resources that are needed elsewhere are being di- 
verted to those needs, without recognition within VA’s 
resource allocation system. Thus, medical centers devot- 
ing resources to family caregiver support are financially 
penalizing themselves in doing so, but they clearly have 
recognized the urgency of this need. 

The IBVSOs have also been informed by other local 
providers about barriers to accessing caregiver support 
services that have been identified by their patients and 
families: education about the availability of services gen- 
erally not being provided, lack of flexibility of existing 
services, lack of local availability of services, varied qual- 
ity of services received and trust and privacy issues of 
VA and non-VA staff. The most commonly used exam- 
ple is the low utilization of VA’s home respite care pro- 
gram. This is of great concern to the IBVSOs because 
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this is the only significant supportive service that ad- 
dresses family caregivers of severely disabled veterans. 

VA’s home respite care program provides supportive care 
to veterans on a short-term basis to give the caregiver a 
planned period of relief or respite from the physical and 
emotional burdens associated with furnishing daily care 
to chronically ill and severely disabled persons. Respite 
care may be provided in a home or other noninstitutional 
setting. It also supports the veteran’s desire to delay, or 
prevent, nursing home placement. According to VA pol- 
icy, 185 a useful characteristic of respite care is the oppor- 
tunity for development of a plan for respite care in 
advance of acute need on the caregiver’s part. In this way, 
respite care is a key component of, rather than inciden- 
tal to the provision of, routine necessary care. Although 
the purpose is to be a preventive scheduled benefit, herein 
lies the inflexibility of the program. An acute need is not 
a scheduled event and arises throughout the lifetime, not 
on a short-term basis. Moreover, VA policies indicate 
that respite care may be provided in a home or other 
noninstitutional settings or in community nursing homes, 
but is limited to no more than 30 days per year. 

Caregivers of severely injured service members need 
the flexibility to access shorter respite care periods, 
such as in two-, four-, or even six-hour increments, as 
well as availability of services overnight and weekends. 
In addition, the lack of available beds persists for in- 
stitutional respite care, and these inpatient settings are 
more often not an age-appropriate setting for a young 
generation of injured veterans. The IBVSOs believe VA 
should enhance this service to reduce the variability 
across a veteran’s continuum of care by, at a minimum, 
allowing the veteran’s primary treating team or physi- 
cian to approve respite care in excess of 30 days, mak- 
ing more flexible the number of hours/days available 
for use, providing overnight and weekend respite care 
to veterans and their caregivers, and eliminating appli- 
cable long-term-care copayments. 

Another concern the IBVSOs have is on the availability 
of transportation. If a veteran meets VA’s eligibility cri- 
teria for beneficiary travel reimbursement, 186 he or she 
may be eligible for special mode transportation to and 
from medical appointments. Caregivers may ride with 
the veteran if there is a designated need for an attendant, 
which is determined by a VA provider. Since the defini- 
tion of “medically indicated” is not explicitly defined, 
the use of this benefit varies considerably. In general, the 
definition refers to veterans requiring ambulance, am- 
bulette, air ambulance, wheelchair transportation, or 


transportation specially designed to transport disabled 
persons. Beneficiary travel regulations specifically indi- 
cate that normal modes of transport, such as bus, sub- 
way, taxi, train, or airplane, are not included. 

The IBVSOs believe Congress should formally authorize, 
and VA should provide, a full range of psychological and 
social support services as an earned benefit to family care- 
givers of severely injured and ill veterans. At a minimum, 
this benefit should include relationship and marriage 
counseling, family counseling, and related assistance for 
the family coping with the stress and continuous psycho- 
logical burden of caring for a severely injured and per- 
manently disabled veteran. VA should develop plans to 
deploy such services in every location in which VA treats 
OEF/OIF veterans, and at a minimum should provide 
such services at every Veterans Health Administration 
(VHA) access point, including all medical centers and 
substantial community-based outpatient clinics. When 
warranted by circumstances, these services should be 
made available through other means, including the use 
of telemental health technology and the Internet. When 
necessary because of scarcity or rural access challenges, 
VA’s local adaptations should include consideration of the 
use of competent community providers on a fee or con- 
tract basis to address the needs of these families. 

Additionally, families of severely disabled veterans need 
practice before they are saturated with responsibilities 
in caring for their extraordinary veterans. To this end, 
VA should establish a pilot program immediately for 
providing severely disabled veterans and family mem- 
bers residential rehabilitation services, to furnish train- 
ing in the skills necessary to facilitate optimal recovery, 
particularly for younger, severely injured veterans. Rec- 
ognizing the tremendous disruption to their lives, the 
pilot program should focus on helping the veteran and 
other family members restarting, or “rebooting,” their 
lives after surviving a devastating injury. An integral 
part of this program should include family counseling 
and family peer groups so they can share solutions to 
common problems. 

Today, VA’s system for providing respite care for se- 
verely injured veterans — and to provide needed rest for 
a family caregiver — is fragmented and unpredictable, 
and governed by local VA nursing home care unit 
(NHCU) and adult day health-care (ADHC) policies. 
Understandably, these programs are targeted to older 
veterans with chronic illnesses, whereas veterans who 
survived horrific injuries in Afghanistan and Iraq are 
still in the early parts of their lives. Thus, VA’s NHCU 
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and ADHC programs remain unattractive to many 
OEF/OIF veterans. These programs need to be adapted 
to be more acceptable and attractive to this new gen- 
eration of disabled veterans. 

Policy making and planning to better serve family care- 
givers of severely injured veterans should depend on 
statistically representative data that can be used to de- 
termine validity, reliability, and statistical significance. 
The National Long Term Care Survey (NLTCS) is a 
longitudinal survey designed to study changes in the 
health and functional status of older Americans (aged 
65 and older). It is funded through a Cooperative 
Agreement 187 between the National Institute on Aging 
and Duke University. It also tracks health expenditures, 
Medicare service use, and the availability of personal, 
family, and community resources for caregiving. The 
survey began in 1982, and follow-up surveys were con- 
ducted in 1984, 1989, 1994, 1999, and 2004. Ancil- 
lary surveys to include an Informal Caregiver Survey 
(ICS) conducted in 1982, 1989, 1999, and 2004 have 
been added to obtain information on the health and 
functional status of people who take care of the 65 
years and older population in a home environment. 

The NLTCS in combination with ICS can be used to 
examine such things as how many hours of help with 
activities of daily living (ADLs) and instrumental ADLs 
chronically disabled elders weekly, and what number 
and percentage of those hours are provided by informal 
caregivers. It can also be further broken down by pri- 
mary and secondary caregivers and by relationship, 
(e.g., spouse, son, daughter, friend, etc.) as compared to 
paid workers. This enables policy researchers to meas- 
ure the time burden of providing informal care on care- 
givers (especially primary caregivers) in relation to the 
severity of disability and other care recipient charac- 
teristics. The relationship between the weekly time bur- 
den of informal care and self-reported indicators of 
caregiver stress can then be analyzed. Further analyses 
could be carried out with respect to relationships 
among time burden of informal care, self-reported 
caregiver stress, use or non-use of formal services, and 
funding source for formal services (public/private). 

Finally, the NLTCS and ICS contain numerous ques- 
tions regarding the primary informal caregiver’s per- 
ception of the need or lack thereof for formal services 
and the reason why these services are not being used if 
they are perceived as needed (e.g., lack of affordability, 
lack of local availability, etc.). This enables policy mak- 
ers to estimate (using various different criteria) the po- 


tential size and characteristics of the target population 
for public policy interventions to assist caregivers. The 
IBVSOs believe VA should conduct a standardized 
baseline and successive national surveys of caregivers 
of veterans similar to the NTLCS and ICS. Considering 
the demographics of the VA health-care system’s en- 
rolled and user population, it should include a special 
emphasis on caregivers of OEF/OIF veterans. 

Because health outcomes and quality of life of veter- 
ans with serious injuries and chronic disability also af- 
fect the family, a patient- and family-centered 
perspective is essential for quality improvement in re- 
designing long-term care. Policymakers must view fam- 
ily caregivers of severely injured service members as a 
resource rather than as an unrecognized cost-avoidance 
tool. In programs where caregivers are assessed, they 
can be acknowledged and valued by practitioners as 
part of the health-care team. Caregiver assessment can 
identify family members most at risk for health and 
mental health effects and determine if they are eligible 
for additional support. Effectively supporting care- 
givers can result in delayed placements of more costly 
nursing home care. 188 

Assessment is a critical step in determining appropriate 
support services. Caregiver assessment is a systematic 
process of gathering information to describe a caregiv- 
ing situation. It identifies the particular problems, 
needs, resources, and strengths of the family caregiver 
and approaches issues from the caregiver’s perspective 
and culture to help the caregiver maintain her or his 
health and well-being. 189 

The National Consensus Development Conference for 
Caregiver Assessment brought together widely recog- 
nized leaders in health and long-term care, with a va- 
riety of perspectives and expertise, to advance policy 
and practice on behalf of family and informal care- 
givers. The Family Caregiver Alliance’s (FCA) National 
Center on Caregiving designed and convened this con- 
ference, held September 7-9, 2005, in San Francisco. 
The conference generated a report 190 on the funda- 
mental principles and guidelines to advance caregiver 
assessment nationally and in each state, and to serve 
as a catalyst for change at federal, state, and local lev- 
els. The IBVSOs believe VA should conduct caregiver 
assessments that meet the principles outlined in the 
conference report. Conference participants agreed 
upon a set of seven basic principles to guide caregiver 
assessment policy and practices: 
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1 . Because family caregivers are a core part of health 
care and long-term care, it is important to recog- 
nize, respect, assess, and address their needs. 

2. Caregiver assessment should embrace a family-cen- 
tered perspective, inclusive of the needs and pref- 
erences of both the care recipient and the family 
caregiver. 

3. Caregiver assessment should result in a plan of care 
(developed collaboratively with the caregiver) that 
indicates the provision of services and intended 
measurable outcomes. 

4. Caregiver assessment should be multidimensional 
in approach and periodically updated. 

5. Caregiver assessment should reflect culturally com- 
petent practice. 

6. Effective caregiver assessment requires assessors to 
have specialized knowledge and skills. Practition- 
ers’ and service providers’ education and training 
should equip them with an understanding of the 
caregiving process and its impacts, as well as the 
benefits and elements of an effective caregiver 
assessment. 

7. Government and other third-party payers should 
recognize and pay for caregiver assessment as a 
part of care for older people and adults with dis- 
abilities. 

VA must realize its one-size-fits-all approach to long- 
term care is not patient-centric, particularly for severely 
injured OEF/OIF veterans, and current support serv- 
ices for family caregivers are deficient. VA’s programs 
should be designed to meet the needs of younger se- 
verely injured or ill veterans who wish to reside at 
home with their loved ones, in addition to the generally 
older veteran population now served by VA programs. 
Where appropriate VHA services are not available be- 
cause of geographic barriers, the VHA should develop 
contractual relations with appropriate, qualified pri- 
vate or other public facilities to provide respite serv- 
ices tailored to this population’s needs. 

While family caregivers may be driven by empathy and 
love, they’re also dealing with guilt over the anger and 
frustration they feel. The very touchstones that define 
their lives — careers, love relationships, friendships, 
even their goals and dreams — are often being sacri- 
ficed. Simply, family caregivers who are vital for VA’s 
patient-centric care provided in the least restrictive set- 
ting must not remain unpaid, unappreciated, under- 
counted, untrained, and exhausted. Given the nature 
of these issues, and the unique situation that confronts 
our newest generation of severely disabled war veter- 
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ans, the IBVSOs believe Congress and the Administra- 
tion need to address a number of observed deficiencies 
to give needed support and make a family caregiver’s 
tasks and roles more manageable over the long term. 
This is in the best interests of these families, whose ab- 
sence as personal caregivers and attendants for these 
seriously disabled veterans would mean even higher 
costs to the government to assume total responsibility 
for their care and would lower the quality of life for 
the very veterans for whom VA was established as a 
caring agency. 


Recommendations: 

The case management system should be seamless for 
veterans and family caregivers. Case manager advo- 
cates must be empowered to assist with medical bene- 
fits and family support services, including vocational 
services, financial services, and child care services. 

Congress should formally authorize, and VA should 
provide, a range of transitional psychological and so- 
cial support services to family caregivers of veterans 
with severe service-connected injuries or illnesses. 

VA should provide psychological support services to 
the family caregivers of severely injured and ill veter- 
ans. This support must include relationship and mar- 
riage counseling, family counseling, and related 
assistance to the family in coping with the inevitable 
stress and discouragement of caring for a seriously dis- 
abled veteran. These services should be made available 
at every VA facility that cares for severely disabled vet- 
erans of Operations Enduring and Iraqi Freedom. 

VA should establish clear policies outlining the expec- 
tation that every VA nursing home and adult day 
health-care program provide appropriate facilities and 
programs for respite care for severely injured or ill vet- 
erans. These facilities should be restructured to be age- 
appropriate, with strong rehabilitation goals suited to 
the needs of a younger population, rather than expect- 
ing younger veterans to blend with the older genera- 
tion typically resident in VA nursing home care units 
and adult day health-care programs. VA must adapt its 
services to the particular needs of this new generation 
of disabled veterans and not simply require these vet- 
erans to accept what VA chooses to offer. 

VA should develop support materials for family care- 
givers, including the following: 
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• A “Caregiver Toolkit” available in hard copy and 
from the Internet — to supplement the recently pub- 
lished “National Resource Directory,” which may not 
be fully responsive to their needs. This should include 
a concise “recovery road map” to assist families in 
understanding, and maneuvering through, the com- 
plex systems of care and resources available to them. 

• Social support and advocacy support for the family 
caregivers of severely injured veterans, including: 

♦ Peer support groups, facilitated and assisted by 
committed VA staff members; 

♦ Appointment of caregivers to local and VA net- 
work patient councils and other advisory bod- 
ies within the Veterans Health Administration 
and Veterans Benefits Administration; and 

♦ A monitored chat room, interactive discussion 
groups, or other online tools for the family 
caregivers of severely disabled OEF/OIF veter- 
ans, through My HealtheVet or another ap- 
propriate web-based platform. 

VA should enhance its respite care services to reduce 
the variability across a veteran’s continuum of care by 
allowing the veteran’s primary treating physician to ap- 
prove respite care in excess of 30 days; making the ben- 
efit more flexible by increasing the number of 
hours/days, overnight respite, and weekend respite care 
provided to veterans and their caregivers; and by elim- 
inating applicable copayments. 

Clarification is needed regarding the application of the 
Family and Medical Leave Act to address the special 
needs of the families of severely injured veterans, in- 
cluding increasing the duration of family leave time 
that is authorized by that act and adding additional 
employment protections for parents who are caregivers 
of severely disabled veterans of OEF/OIF. 

Congress should authorize a compensation system for 
family caregivers of severely disabled veterans, intended 
to make up for the loss of income resulting from full- 
time caregiving, and to provide supplemental financial 
support to maintain their homes. 

Congress should require the Government Accountabil- 
ity Office to examine the current Civilian Health and 
Medical Program of Veterans Affairs to ensure the health 
coverage available to full-time caregivers is adequate. 

To better serve family caregivers of severely injured vet- 
erans, VA should conduct a baseline and succeeding 


national surveys of caregivers of seriously injured vet- 
erans that will yield statistically representative data for 
policy and planning purposes. 

VA should conduct caregiver assessments to identify the 
particular problems, needs, resources, and strengths of 
family caregivers of severely injured service members 
and determine appropriate support services and help 
the caregiver maintain her or his health and well-being. 
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O n May 5, 2008, the Department of Veterans Affairs released the final results of its 
Capital Asset Realignment for Enhanced Services (CARES) business plan study for 
Boston. The decision to keep the four Boston-area medical campuses open was the 
culmination of many years of work and tens of millions of dollars as it marked 
the final step of the CARES planning process. 

CARES — VA’s data-driven assessment of its current and future construction needs — gave the 
Department a long-term road map and has helped guide its capital planning process over the 
past few fiscal years. CARES showed a large number of significant construction priorities 
that would be necessary for VA to fulfill its obligation to this nation’s veterans, and over the 
past several fiscal years the Administration and Congress have made significant inroads in 
funding these priorities. Since FY 2004, $4.9 billion has been allocated for these projects. Of 
these CARES-identified projects, VA has completed 5, and another 27 are currently under con- 
struction. It has been a significant, but necessary, undertaking and VA has made slow, but 
steady, progress on these critical projects. 

The challenge for VA in the post-CARES era is that there are still numerous projects that 
need to be carried out, and the current backlog of partially funded projects that CARES has 
identified is large, too. This means VA is going to continue to require significant appropria- 
tions for the major and minor construction accounts to live up to the promise of CARES. 

VA’s most recent Asset Management Plan 191 provides an update of the state of CARES proj- 
ects — including those only in the planning or acquisition process. Appendix E of the plan 
shows a need for future appropriations of $2,195 billion to complete these projects. 
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Approved Construction Projects 

Project 

Funding 

($ in Thousands) 

Pittsburgh 

$62,400 

Orlando 

$462,700 

San Juan 

$91 ,620 

Denver 

$580,900 

Bay Pines 

$156,800 

Los Angeles 

$103,864 

Palo Alto 

$412,010 

St. Louis 

$122,500 

Tampa 

$202,600 

TOTAL 

$2,195,394 


The $2,195 billion represents only the backlog of cur- 
rent approved construction projects. It also does not 
reflect the additional $401 million Congress gave VA as 
part of the FY 2009 appropriation, which did not ear- 
mark specific construction projects. 

Meanwhile, VA continues to identify and reprioritize po- 
tential major construction projects. These priorities, 
which are assessed using the rigorous methodology that 
guided the CARES decisions, are released in the VA’s an- 
nual “5-Year Capital Plan,” which is included in the De- 
partment’s budget submission. The most recent one was 
included in Volume IV and is available on the VA web- 
site. 192 Pages 7-12 of that document show the priority 
scoring of projects. Last year’s budget request sought 
funding for only three of the top-scored projects. No 
funding was requested for any other new project, in- 
cluding those in Seattle, Dallas, Louisville, or Roseburg, 
Oregon. In addition to the already-identified needs from 
that table, pages 7-86 show long list of potential major 
construction projects the Department plans to evaluate 
from now through FY 2013. These 122 potential projects 
demonstrate the continued need for VA to upgrade and 
repair its aging infrastructure and that continuous fund- 
ing is necessary for not only the backlog of projects, but 
also to keep VA viable for today’s and future veterans. 

In a November 17, 2008, letter to the Senate Veterans’ 
Affairs Committee, Secretary Peake said “the Depart- 
ment estimates that the total funding requirement for 
major medical facility projects over the next five years 
would be in excess of $6.5 billion.” 

It is clear that VA needs a significant funding for its con- 
struction priorities; its own words and studies show this. 


Major Construction Account Recommendations 


Category 

Recommendation 
($ in Thousands) 

Major Medical Facility Construction 

$900,000 

NCA Construction 

$80,000 

Advance Planning 

$45,000 

Master Planning 

$20,000 

Historic Preservation 

$20,000 

Miscellaneous Accounts 

$58,000 

TOTAL 

$1,123,000 


Major Construction Account recommendations shown 

in the table are as follows: 

• Veterans Health Administration (VHA) Facility 
Construction — this amount would allow VA to 
continue addressing the $2 billion backlog of 
partially funded construction projects. Depending 
on the stages and ability to complete portions 
of the projects, any additional money could be 
used to fund new projects identified by VA as part 
of its prioritization methodology in its 5-Year Cap- 
ital Plan. 

• National Cemetery Administration (NCA) Con- 
struction — pages 7-143 of the 5-Year Capital Plan 
detail numerous potential major construction proj- 
ects for the National Cemetery Administration 
throughout the country. This level of funding 
would allow VA to begin construction on at least 
three of its scored priority projects. 

• Advance Planning — this amount helps develop the 
scope of the major medical facility construction 
projects as well as identify proper requirements for 
their construction. It allows VA to conduct neces- 
sary studies and research similar to planning 
processes in the private sector. 

• Master Planning — a description of The Independ- 
ent Budget (IB) request follows later in the text. 

• Historic Preservation — a description of the IB re- 
quest follows later in the text. 

• Medical Research Infrastructure — a description of 
the IB request follows later in the text. 

• Miscellaneous Accounts — these include the indi- 
vidual line items for such accounts as asbestos 
abatement, the judgment fund, and hazardous 
waste disposal. The IB recommendation is based 
upon the historic level for each of these accounts. 
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Minor Construction Account Recommendations 

Category 

Funding 

($ in Thousands) 

Veterans Health Administration 

$550,000 

Medical Research Infrastructure 

$142,000 

National Cemetery Administration 

$100,000 

Veterans Benefits Administration 

$20,000 

Staff Offices 

$15,000 

TOTAL 

$827,000 


Minor Construction Account recommendations are: 

• VHA — pages 7—95 of VA’s capital plan reveal hun- 
dreds of already-identified minor construction proj- 
ects that update and modernize VA’s aging physical 
plant, ensuring the health and safety of veterans and 
VA employees. Additionally, a great number of 
minor construction projects address maintenance de- 
ficiencies identified in the facility condition assess- 
ment, the backlog of which was nearly $5 billion at 
the start of FY 2008 (page 7-64). 


• Medical Research Infrastructure — a description of 
the IB request follows later in the text. 

• NCA — pages 7-145 of the capital plan identify nu- 
merous minor construction projects throughout the 
country, including the construction of several colum- 
baria, installation of crypts, and landscaping and 
maintenance improvements. Some of these projects 
could be combined with VA’s new NCA nonrecur- 
ring maintenance efforts. 

• Veterans Benefits Administration — pages 7-126 of 
the capital plan lists several minor construction proj- 
ects in addition to the leasing requirements VBA 
needs. This funding also includes $2 million trans- 
ferred yearly for the security requirements of its 
Manila office. 

• Staff Offices — Pages 7-166 list numerous potential 
minor construction projects related to staff offices, 
including increased space and numerous renovations 
for the VA Office of Inspector General. 


m www.va.gov/oaem/docs/FY08AssetManagementPlan.pdf. 

1,2 www.va.gov/budget/summary/2009/index.htm. 




CONSTRUCTION ISSUES 

Inadequate Funding and Declining Capital Asset Value 

The Department of Veterans Affairs must protect against deterioration of 
its infrastructure and a declining capital asset value 


T he past decade of delayed and underfunded con- 
struction budgets has meant that VA has not ade- 
quately recapitalized its facilities. Recapitalization is 
necessary to protect the value of VA’s capital assets 
through the renewal of the physical infrastructure. This 
ensures safe and fully functional facilities long into the 
future. VA’s facilities have an average age of more than 
55 years, and it is essential that funding be increased to 
renovate, repair, and replace these aging structures and 
physical systems. 

As in past years, The Independent Budget veterans 
service organizations (IBVSOs) cite the Final Report of 
the President’s Task Force to Improve Health Care De- 
livery for Our Nation’s Veterans (PTF). It found that 
from 1996-2001, VA’s recapitalization rate was just 


0.64 percent. At this rate, VA’s structures would have 
an assumed life of 155 years. 

The PTF cited a PricewaterhouseCoopers’ study 193 of 
VA’s facilities management programs that found that 
to keep up with industry standards in the private sec- 
tor and to maintain patient and employee safety and 
optimal heath-care delivery, VA should annually spend 
a minimum of 5 percent to 8 percent of plant replace- 
ment value (PRV) on its total capital budget. 

The FY 2008 VA Asset Management Plan 194 provides the 
most recent estimate of VA’s PRV. Using the guidance of 
the federal government’s Federal Real Property Council, 
VA’s PRV is just over $85 billion. 
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Accordingly, using that 5 percent to 8 percent standard, 
VA’s capital budget should be between $4.25 and $6.8 
billion per year in order to maintain its infrastructure. 
VA’s capital budget request for FY 2009 — which includes 
major and minor construction, maintenance, leases, and 
equipment — was just $3.6 billion. The IBVSOs greatly 
appreciate that Congress increased funding above that 
level with an increase over the Administration request of 
$750 million in Major and Minor Construction alone. 
That increased amount brought the total capital budget 
in line with industry standards, and we strongly urge that 
these targets continue to be met and we would hope that 
future VA requests use these guidelines as a starting point 
without requiring Congress to push them past the target. 


Recommendation: 

Congress and the Administration must ensure that there 
are adequate funds for VA’s capital budget so that VA 
can properly invest in its physical assets to protect their 
value and to ensure that it can continue to provide health 
care in safe and functional facilities long into the future. 


m Final Report, Independent Review of Office of Facility Management, 
PriceWaterhouse, June 17, 1998. 

1,4 www. va.gov/oaem/docs/FY08AssetManagementPlan. pdf., p. 26. 




Increased Spending on Nonrecurring Maintenance: 

The deterioration of many VA properties requires increased spending on nonrecurring maintenance. 


F or years, The Independent Budget veterans service 
organizations (IBVSOs) have highlighted the need 
for increased funding for the nonrecurring mainte- 
nance (NRM) account. NRM consists of small proj- 
ects that are essential to the proper maintenance and 
preservation of the lifespan of VA’s facilities. NRM 
projects are one-time repairs, such as maintenance to 
roofs, repair and replacement of windows and flooring, 
or minor upgrades to the mechanical or electrical sys- 
tems. They are a necessary component of the care and 
stewardship of a facility. 

These projects are vitally important. If left unrepaired, 
they can exact a significant toll on a facility, leading to 
more costly repairs in the future and the potential of a 
need for a minor construction project. Beyond the fiscal 
aspects, facilities that fall into disrepair can create ac- 
cess difficulties and impair patient and staff health and 
safety. If the needs develop into a larger construction 
project because early repairs were not done, it creates 
an even larger inconvenience for veterans and staff. 

The industry standard for medical facilities is for man- 
agers to spend from 2 percent to 4 percent of plant re- 
placement value (PRV) on upkeep and maintenance. 
The 1998 PricewaterhouseCoopers 195 study of VA’s fa- 
cilities management practices argued for this level of 
funding, and previous versions of VA’s own Asset Man- 


agement Plan have agreed that this level of funding 
would be adequate. 

The most recent estimate of VA’s PRV is from the FY 
2008 Asset Management Plan. 196 Using the standards 
of the federal government’s Federal Real Property 
Council (FRPC), VA’s PRV is just over $85 billion. Ac- 
cordingly, to fully maintain its facilities, VA needs an 
NRM budget of at least $1.7 billion. This number 
would represent a doubling of VA’s budget request 
from FY 2009, but it is in line with the total NRM 
budget when factoring in the increases Congress gave 
in the appropriations bill and the targeted funding in- 
cluded in the supplemental appropriations bills. 

Increased funding is required not just to fill current main- 
tenance needs and levels, but also to reduce the extensive 
backlog of maintenance requirements VA has identified. 
VA monitors the condition of its structures and systems 
through the Facility Condition Assessment (FCA) re- 
ports. VA surveys each medical center periodically, giving 
each building a thorough assessment of all essential sys- 
tems. Systems are assigned a letter grade based upon the 
age and condition of various systems, and VA gives each 
component a cost for repair or replacement. 

Most of these repairs and replacements are managed 
through the NRM program, although the large increases 
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in minor construction over the last few years have helped 
VA to address some of these deficiencies. VA’s 2009 5- 
Year Capital Plan discusses FCAs and acknowledges the 
significant backlog, noting that in FY 2007, the number 
of high-priority deficiencies — those with ratings of D or 
F — had replacement and repair costs greater than $5 bil- 
lion. Even with the increased funding of the past few 
years, VA estimates that the cost for repairing or replac- 
ing the high-priority deficiencies is more than $4 billion. 
VA uses the FCA reports as part of its FRPC metrics. 
It calculates a facility condition index, which is the 
ratio of the cost of FCA repairs to the cost of replace- 
ment. According to the FY 2008 Asset Management 
Plan, this metric has gone backward from 82 percent in 
2006 to just 68 percent in 2008. VA’s strategic goal is 
87 percent, and for it to meet that, it would require a 
sizable investment in NRM and minor construction. 

Given the low level of funding the NRM account has 
historically received, the IBVSOs are not surprised at 
the metrics or the dollar cost of the FCA deficiencies. 
The 2007 “National Roll-Up of Environment of Care 
Report,” 197 which was conducted in light of the shame- 
ful maintenance deficiencies found at the Department 
of Defense’s Walter Reed Army Medical Center, fur- 
ther proves the need for increased spending on this ac- 
count. Maintenance has been neglected for far too 
long, and for VA to provide safe, high-quality health 
care in its aging facilities, it is essential that more fund- 
ing be allocated for this account. 

The IBVSOs also have concerns with how NRM fund- 
ing is actually apportioned. Because it falls under the 
Medical Care account, NRM funding has traditionally 
been apportioned using the Veterans Equitable Re- 
source Allocation (VERA) formula. This model works 
when distributing health-care dollars, targeting funding 
to those areas with the greatest demand for health care. 
When dealing with maintenance needs, however, this 
same formula may actually intensify the problem, mov- 
ing money away from older hospitals, such as in the 
Northeast, to newer facilities where patient demand is 
greater, even if the maintenance needs are not as high. 
We were happy to see that the conference reports to 
the VA appropriations bills required NRM funding to 
be apportioned outside the VERA formula, and we 
would hope that this continues into the future. 

Another issue related to apportionment of funding 
came to light in a May 2007 Government Accounta- 
bility Office (GAO) report that found that the bulk of 


NRM funding is not actually apportioned until Sep- 
tember, the final month of the fiscal year. 198 In Sep- 
tember 2006, the GAO found that VA allocated 60 
percent of that year’s NRM funding. This is a short- 
sighted policy that impairs VA’s ability to properly ad- 
dress its maintenance needs, and because NRM 
funding is year-to-year, this practice could lead to 
wasteful or unnecessary spending as managers attempt 
to hastily spend their apportionment before forfeiting 
it. We cannot expect VA to perform a year’s worth of 
maintenance in a month. It is clearly poor policy and 
not in the best interest of veterans. The IBVSOs believe 
that Congress should consider allowing some NRM 
money to be carried over from one fiscal year to an- 
other. Whereas we would hope that this would not re- 
sort to medical centers hoarding funding, it could result 
in more efficient spending and better planning than the 
current situation in which hospital managers sometimes 
have to spend a large portion of maintenance funding 
before losing it at the end of the fiscal year. 


Recommendations: 

VA must dramatically increase funding for nonrecur- 
ring maintenance in line with the 2 percent to 4 percent 
total that is the industry standard so as to maintain 
clean, safe, and efficient facilities. VA also requires ad- 
ditional maintenance funding to allow the department 
to begin addressing the substantial maintenance back- 
log of facility condition assessment-identified projects. 

Portions of the nonrecurring maintenance account 
should be continued to be funded outside of the Veter- 
ans Equitable Resource Allocation formula so that 
funding is allocated to the facilities that actually have 
the greatest maintenance needs. 

Congress should consider the strengths of allowing VA 
to carry over some maintenance funding from one fis- 
cal year to another so as to reduce the temptation some 
VA hospital managers have of inefficiently spending 
their NRM money at the end of a fiscal year for fear of 
losing it. 


19! Final Report, Independent Review of Office of Facility Management, 
PriceWaterhouse, June 17, 1998. 

196 www.va.gov/oaem/docs/FY08AssetManagementPlan.pdf., p. 26. 

197 wwwl. va.gov/opa/pressreI/docs/Environment_of_Care_Roll-up. pdf. 
1,8 www.gao.gov/new.items/d07410r.pdf. 
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Maintain VA’s Critical Healt h Infrastructure: 

The Independent Budget veterans service organizations (IBVSOs) are concerned, with VA’s recent 
attempts to back away from the capital infrastructure blueprint laid out by the Capital Asset 
Realignment for Enhanced Services ( CARES) plan, and we are worried that its emerging plan to begin 
widespread leasing and contracting for inpatient services might not meet the needs of veterans. 


T he Department of Veterans Affairs acknowledges 
three main challenges with its capital infrastructure 
projects: First, they are costly. According to a March 
2008 briefing given to veterans service organizations, 
over the next five years VA would need $2 billion per 
year for its capital budget. Second, there is a large back- 
log of partially funded construction projects. That same 
briefing claimed the difference in major construction re- 
quests given to the Office of Management and Budget 
was $8.6 billion from FY 2003 through FY 2009 and 
that it has received slightly less than half that total. Ad- 
ditionally, there is a $2 billion funding backlog for proj- 
ects that are partially but not completely funded. Third, 
VA is concerned about the timeliness of construction 
projects, noting that it can take the better part of a 
decade from the time VA initially proposes a project 
until the doors actually open for veterans. 

Given these challenges, VA has broached the idea of a 
new model for health-care delivery, the Health Care 
Center Facility (HCCF) leasing program. Under the 
HCCF, VA would begin leasing large outpatient clinics 
in lieu of major construction. These large clinics would 
provide a broad range of outpatient services, including 
primary and specialty care as well as outpatient men- 
tal health services and ambulatory surgery. 

On the face of it, this sounds like a good initiative. 
Leasing has the advantage of being able to be com- 
pleted quickly, as well as being adaptable, especially 
when compared to existing major medical facilities. 
Leasing has been particularly valuable for VA as evi- 
denced by the success of the community-based outpa- 
tient clinics and Vet Centers. 

The IBVSOs are concerned, however, with VA’s plan for 
inpatient services. VA aims to contract for these essential 
services with affiliates or community hospitals. This pro- 
gram would privatize many services we believe VA 
should continue to provide. We lay out our objections to 
privatization and widespread contracting for care in the 
“Contract Care Coordination” section of this Inde- 
pendent Budget. 


Beyond those objections, though, is the example of 
Grand Island, Nebraska. In 1997 the Grand Island VA 
Medical Center closed its inpatient facilities, contracting 
out with a local hospital for those services. Recently the 
contract between the local facility and VA was canceled, 
meaning veterans in that area can no longer receive in- 
patient services locally. They must travel great distances 
to other VA facilities, such as the Omaha VA Medical 
Center. In some cases, when Omaha is unable to provide 
specialized care, VA is flying patients at its expense to far- 
away VA medical centers, including those in St. Louis 
and Minneapolis. 

Further, with the canceling of that contract, the local hos- 
pital no longer provides the same level of emergency serv- 
ices that a full VA medical center would provide. With 
VA’s restrictions on paying for emergency services in non- 
VA facilities, especially for those who may have some 
form of private insurance, this amounts to a cut in es- 
sential services to veterans. Given the expenses of air 
travel and medevac services, the current arrangement in 
Grand Island has likely not resulted in any cost savings 
for VA. Ferrying sick and disabled veterans great dis- 
tances for inpatient care also raises patient safety and 
quality of care concerns. 

The HCCF program raises many concerns the IBVSOs 
believe VA must address. Among these questions, we 
wonder how VA will handle governance, especially with 
respect to the large numbers of non-VA employees who 
would be treating veterans? How will the non-VA facil- 
ity deal with VA directives and rule changes that govern 
health-care delivery and that ensure safety and unifor- 
mity of the quality of care? Will VA apply its space plan- 
ning criteria and design guides to non-VA facilities? How 
will VA’s critical research activities, most of which im- 
prove the lives of all Americans and not only veterans, 
be affected if they are being conducted in shared facilities, 
and not a traditional part of VA’s first-class research pro- 
grams? What will this change mean for VA’s electronic 
health record, which many have rightly lauded as the 
standard that other health-care systems should aim to 
achieve? Without the electronic health record, how will 
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VA maintain its high quality of care standards and con- 
tinuity for a veteran who moves to another area? 

But, most important, CARES required years to com- 
plete and consumed thousands of hours of effort and 
millions of dollars of study. The IBVSOs believe it to be 
a comprehensive and fully justified road map for VA’s 
infrastructure as well as a model VA can apply period- 
ically to assess and adjust those priorities. Given the 
strengths of the CARES process and the lessons VA 
learned and has applied from it, why is the HCCF 
model, which to our knowledge has not been based on 
any sort of model or study of the long-term needs of 
veterans, the superior one? We have yet to see evidence 


that it is and until we see more convincing evidence 
that it will truly serve the best interests of veterans, the 
IBVSOs will have a difficult time supporting it. 


Recommendation: 

VA must not implement the Health Care Center 
Facility model without fully addressing the many ques- 
tions raised in The Independent Budget, and VA must 
explain how the program would meet the needs of 
veterans, particularly as compared to the road map 
the Capital Asset Realignment for Enhanced Services 
laid out. 




Research Infrastructure Funding: 

The Department of Veterans Affairs must have increased funding for its research infrastructure 
to provide a state-of-the-art research and laboratory environment for its excellent programs, 
but also to ensure that VA hires and retains the top scientists and researchers. 


VA Research Is a National Asset 

Research conducted in the Department of Veterans 
Affairs has led to such innovations and advances as the 
cardiac pacemaker, nuclear scanning technologies, 
radioisotope diagnostic techniques, liver and other organ 
transplantation, the nicotine patch, and vast improve- 
ments in a variety of prosthetic and sensory aids. A state- 
of-the-art physical environment for conducting VA 
research promotes excellence in health professions edu- 
cation and VA patient care as well as the advancement of 
biomedical science. Adequate and up-to-date research fa- 
cilities also help VA recruit and retain the best and bright- 
est clinician scientists to care for enrolled veterans. 

VA Research Infrastructure Funding Shortfalls 

In recent years, funding for the VA Medical and Pros- 
thetics Research Program has failed to provide the re- 
sources needed to maintain, upgrade, and replace VA’s 
aging research facilities. Many VA facilities have ex- 
hausted their available research space. Along with space 
reconfiguration, ventilation, electrical supply, and plumb- 


ing appear frequently on lists of needed upgrades in VA’s 
academic health centers. In the 2003 Draft National 
Capital Asset Realignment for Enhanced Services 
(CARES) plan, VA included $142 million designated for 
renovation of existing research space and build-out costs 
for leased researched facilities. However, these capital im- 
provement costs were omitted from the Secretary’s final 
report. Over the past decade, only $50 million has been 
spent on VA research construction or renovation na- 
tionwide, and only 24 of the 97 major VA research sites 
across the nation have benefited. 

In House Report 109-95 accompanying the FY 2006 VA 
appropriations, the House Appropriations Committee 
directed VA to conduct “a comprehensive review of its 
research facilities and report to the Congress on the de- 
ficiencies found and suggestions for correction of the 
identified deficiencies.” In FY 2008, the VA Office of Re- 
search and Development initiated a multiyear examina- 
tion of all VA research infrastructure for physical 
condition and capacity for current research, as well as 
program growth and sustainability of the space needed to 
conduct research. 
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Lack of a Mechanism to Ensure VA’s Research 
Facilities Remain Competitive 

In House Report 109-95 accompanying the FY 2006 
VA appropriations, the House Appropriations Com- 
mittee expressed concern that “equipment and facili- 
ties to support the research program may be lacking 
and that some mechanism is necessary to ensure the 
Department’s research facilities remain competitive.” 
A significant cause of research infrastructure’s 
neglect is that there is no direct funding line for re- 
search facilities. 

The VA Medical and Prosthetic Research appropria- 
tion does not include funding for construction, reno- 
vation, or maintenance of research facilities. VA 
researchers must rely on their local facility manage- 
ments to repair, upgrade, and replace research facili- 
ties and capital equipment associated with VA’s 
research laboratories. As a result, VA research com- 
petes with other medical facilities’ direct patient care 
needs — such as medical services infrastructure, capital 
equipment upgrades and replacements, and other 
maintenance needs — for funds provided under either 
the VA Medical Facilities appropriation account or the 
VA Major or Minor Medical Construction appropri- 
ations accounts. 


Recommendations: 


The Independent Budget veterans service organizations 
anticipate VA’s analysis will find a need for funding sig- 
nificantly greater than VA had identified in the 2004 Cap- 
ital Asset Realignment for Enhanced Services report. As 
VA moves forward with its research facilities assessment, 
the IBVSOs urge Congress to require the VA to submit 
the resulting report to the House and Senate Committees 
on Veterans’ Affairs no later than October 1, 2009. This 
report will ensure that the Administration and Congress 
are well informed of VA’s funding needs for research in- 
frastructure so they may be fully considered at each stage 
of the FY 2011 budget process. 

To address the current shortfalls, the IBVSOs recom- 
mend an appropriation in FY 2010 of $142 million, 
dedicated to renovating existing VA research facilities 
in line with the 2004 CARES findings. 

To address the VA research infrastructure’s defective 
funding mechanism, the IBVSOs encourage the Ad- 
ministration and Congress to support a new appropri- 
ations account in FY 2010 and thereafter to 
independently define and separate VA research infra- 
structure funding needs from those related to direct VA 
medical care. This division of appropriations accounts 
will empower VA to address research facility needs 
without interfering with the renovation and construc- 
tion of VA direct health-care infrastructure. 




Program for Architectural Master Plans: 

Each VA medical facility must develop a detailed master plan. 


T he delivery models for quality health care are in a 
constant state of change. This is the result of many 
factors, including advances in research, changing pa- 
tient demographics, and new technology. 

The Department of Veterans Affairs must design health 
care facilities with a high level of flexibility in order to 
accommodate these new methods of patient care. VA 
must be able to plan for change to accommodate new 
patient care strategies in a logical manner with as little 
effect as possible on other existing patient care programs 
and provide for growth in already existing programs. 


A facility master plan is a comprehensive tool to look 
at potential new patient care programs and how they 
might affect the existing health-care facility. It also pro- 
vides insight with respect to possible growth, current 
space deficiencies, and other facility needs for existing 
programs and how VA might accommodate these in 
the future. 

In some cases in the past, VA has planned construction 
in a reactive manner. After funding, VA would place 
projects in the facility in the most expedient manner — 
often not considering other projects and facility needs. 
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This would result in shortsighted construction that re- 
stricts rather than expands options for the future. 

The Independent Budget veterans service organizations 
believe that each VA medical center should develop a 
comprehensive facility master plan to serve as a blue- 
print for development, construction, and future growth 
of the facility. Short- and long-term Capital Asset Re- 
alignment for Enhanced Services (CARES) objectives 
should be the basis of the master plan. 

Four critical programs were not included in the CARES 
initiative. They are long-term care, severe mental illness, 
domiciliary care, and polytrauma. VA must develop a 
comprehensive plan addressing these needs and its facil- 
ity master plans must account for these services. VA has 
undertaken master planning for several VA facilities, most 
recently in the Tampa medical center. This is a good start, 
but VA must ensure that all facilities develop a master 
plan strategy to validate strategic planning decisions, pre- 
pare accurate budgets, and implement efficient construc- 
tion that minimizes wasted expenses and disruption to 
patient care. Other projects for consideration in develop- 


ing master plans should include Jackson, Mississippi; San 
Diego; Long Beach, California; and Memphis. 


Recommendations: 

Congress must appropriate $20 million to provide 
funding for each medical facility to develop an archi- 
tectural master plan. 

Each facility master plan should include the areas omit- 
ted from the Capital Asset Realignment for Enhanced 
Services: long-term care, severe mental illness, domi- 
ciliary care, and polytrauma programs as they relate to 
a particular facility. 

The VA Central Office must develop a standard format 
for these master plans to ensure consistency throughout 
the VA health-care system. 

Completed architectural master plans should be con- 
sidered as VA develops future major medical construc- 
tion budget requests. 




Empty or Underutilized Space: 

The Department of Veterans Affairs must not use empty space inappropriately and 
must continue disposing of unnecessary property where appropriate. 


S tudies have suggested that the VA medical system has 
extensive amounts of empty space that the Depart- 
ment can reuse for medical services. Others have sug- 
gested that unused space at one medical center may help 
address a deficiency that exists at another location. Al- 
though the space inventories are accurate, the assump- 
tion regarding the feasibility of using this space is not. 

Medical facility planning is complex. It requires intricate 
design relationships for function and the demanding 
requirements of certain types of medical equipment. Be- 
cause of this, medical facility space is rarely interchange- 
able, and if it is, it is usually at a prohibitive cost. For 
example, VA cannot use unoccupied rooms on the eighth 
floor to offset a deficiency of space in the second floor 
surgery ward. Medical space has a very critical need for 


inter- and intradepartmental adjacencies that must be 
maintained for efficient and hygienic patient care. 

When a function expands or moves, these demands cre- 
ate a domino effect of everything around it. These sec- 
ondary impacts greatly increase construction expense, 
and they can disrupt patient care. 

Some features of a medical facility are permanent. 
Floor-to-floor heights, interstitial space, column spac- 
ing, and structural floor loading cannot be altered. Dif- 
ferent aspects of medical care have different 
requirements based upon these permanent character- 
istics. Laboratory or clinical spacing cannot be inter- 
changed with ward space because of the needs of 
different column spacing and perimeter configuration. 
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Patient wards require access to natural light and col- 
umn grids that are compatible with room-style layouts. 
Labs should have long structural bays and function best 
without windows. When renovating empty space, if the 
area is not suited to its planned purpose, it will create 
unnecessary expense and be much less efficient. 

Renovating old space rather than constructing new space 
creates only a marginal cost savings. Renovations of a spe- 
cific space typically cost 85 percent of what a similar, new 
space would. When you factor in the aforementioned 
domino or secondary costs, a renovation can end up cost- 
ing more and produce a less satisfactory result. Renova- 
tions are sometimes appropriate to achieve those critical 
functional adjacencies, but they are rarely economical. 

Many older VA medical centers that were rapidly built 
during and after World War II to treat a wounded vet- 
eran population are simply unable to be renovated for 
contemporary needs. Most of these Bradley-style build- 
ings were designed before the widespread use of air con- 
ditioning and the floor-to-floor heights are very low. 
Accordingly, it is impossible to retrofit them for modern 
mechanical systems. Many also have long, narrow wings 
radiating from a small central core, which is an inefficient 
way of laying out rooms for modern use. This central 
core, too, has only a few small elevator shafts, compli- 
cating the vertical distribution of modern services. 


Another critical problem with this unused space is its 
location. Much of it is not located in a prime location; 
otherwise, VA would have previously renovated or de- 
molished this space for new construction. This space is 
typically located in outlying buildings or on upper floor 
levels and is unsuitable for modern use. 

Public Law 108-422 incentivized VA’s efforts to dispose 
of excess space by allowing VA to retain the proceeds 
from the sale, transfer, or exchange of certain properties 
in the Capital Asset Fund. Further, that law required VA 
to develop short- and long-term plans for the disposal of 
excess facilities, which it reports to Congress annually. 
VA must continue to develop these plans, working in 
concert with their architectural master plans and the 
long-range vision for VA medical centers. VA has devel- 
oped metrics to track its use of underutilized space and 
actively monitor this as part of the Federal Real Prop- 
erty Council reporting requirements. 


Recommendation: 

VA must continue to monitor and develop short- and 
long-term plans with respect to the disposal of unneces- 
sary space in nonhistoric properties that otherwise are 
not suitable for medical or support functions because of 
the structure’s permanent characteristics or its location. 




VA Space Planning Criteria/Design Guides: 

The Department of Veterans Affairs must continue to maintain and update its Space Planning 
Criteria and Design Guides to reflect state-of-the-art methods of health-care delivery. 


V A has developed space-planning criteria it uses to 
allocate space for all VA health-care construction 
projects. These criteria are organized into 60 chapters: 
one for each health-care service provided by VA and 
its associated support services. VA updates these crite- 
ria to reflect current methods of health-care delivery. 

In addition to updating these criteria, VA has utilized 
a computer program called VA SEPS (Space and Equip- 
ment Planning System) as a tool to develop space and 
equipment allocation for all VA health-care projects. 
This tool is operational and VA currently uses it on all 
projects. 


The third component used in the design of VA health- 
care projects is design guides. Many of the 60 space- 
planning criteria chapters has an associated design 
guide. These design guides go beyond the allocation of 
physical space and outline how this space is organized 
within each individual function, as well as how the 
function relates to the entire medical facility. 

VA has updated several of the design guides to reflect 
current patient delivery models. These include guides 
that cover spinal cord injury/disorders center, imaging, 
and polytrauma centers, as well as several other services. 
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Recommendation: 

VA must continue to maintain and update the space- 
planning criteria and the VA Space and Equipment 
Planning System tool. It also must continue the process 


of updating the design guides to reflect current delivery 
models for patient care. VA must regularly review and 
update all of these space-planning tools as needed, to 
reflect the highest level of patient care delivery. 




Design-Build Construction Delivery System: 


The Department of Veterans Affairs must evaluate use of the 
design-build construction delivery system. 


F or the past 10 years, VA has embraced the design- 
build construction delivery system as a method of 
project delivery for many health-care projects. Design- 
build attempts to combine the design and construction 
schedules in order to streamline the traditional design- 
bid-build method of project delivery. The goal is to 
minimize the risk to the owner and reduce the project 
delivery schedule. Design-build, as used by VA, places 
the contractor as the design builder. 

Under the contractor-led design-build process, VA gives 
the contractor a great deal of control over how he or 
she designs and completes the project. In this method, 
the contractor hires the architect and design profes- 
sionals. With the architect as a subordinate, a contrac- 
tor may sacrifice the quality of material and systems in 
order to gain profits at the expense of the owner. 

Use of design-build has several inherent problems. A 
shortcut design process reduces the time available to 
provide a complete design. This provides those re- 
sponsible for project oversight inadequate time to re- 
view completed plans and specifications. In addition, 
the construction documents may not provide adequate 
scope for the project, leaving out important details re- 
garding the workmanship or other desired attributes 
of the project. This makes it difficult to hold the builder 


accountable for the desired level of quality. As a result, 
a project is often designed as it is being built, which 
often compromises VA’s design standards. 

Design-build forces the owner to rely on the contractor 
to properly design a facility that meets the owner’s 
needs. In the event that the finished project is not sat- 
isfactory to the owner, the owner may have no means 
to insist on correction of work done improperly unless 
the contractor agrees with the owner’s assessment. This 
may force the owner to go to some form of formal dis- 
pute resolution, such as litigation or arbitration. 


Recommendations: 

VA must evaluate the use of design-build as a method of 
construction delivery to determine if design-build is an 
appropriate method of project delivery for VA health- 
care projects. 

VA must institute a program of “lessons learned.” This 
would involve revisiting past projects and determining 
what worked, what could be improved, and what did 
not work. VA should compile and use this information 
as a guide to future projects. VA must regularly update 
this document to include projects as they are completed. 
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Preservation of VA’s Historic Structures: 

The Department of Veterans Affairs must further develop a comprehensive program 
to preserve and protect its inventory of historic properties. 


V A has an extensive inventory of historic structures 
that highlight and memorialize America’s long tra- 
dition of providing care to veterans. These buildings 
and facilities enhance our understanding of the lives of 
those who have worn the uniform, and who helped to 
develop this great nation. Of the approximately 2,000 
historic structures in VA’s inventory, many are neg- 
lected and deteriorate year after year because of a lack 
of funding. These structures should be stabilized, pro- 
tected, and preserved because they are an integral part 
our nation’s history. 

Most of these historic facilities are not suitable for 
modern patient care. As a result, a preservation strat- 
egy was not included in the Capital Asset Realignment 
for Enhanced Services process. For the past six years, 
The Independent Budget veterans service organizations 
(IBVSOs) have recommended that VA conduct a for- 
mal inventory of these properties, classifying their 
physical condition and their potential for adaptive 
reuse. VA has been moving in that direction and his- 
toric properties are identified on its website. VA has 
placed many of these buildings in an “Oldest and Most 
Historic” list, and these buildings require immediate 
attention. 

At least one project has received funding. VA has 
invested more than $100,000 in the past year to ad- 
dress structural issues at a unique round structure 
in Hampton, VA. Built in 1860, it was originally a la- 
trine and the funding is allowing VA to convert it into 
office space. 


The cost for saving some of these buildings is not very 
high considering that they represent a part of history 
that enriches the texture of our landscape that once 
gone cannot be recaptured. For example, VA can re- 
store the Greek revival mansion in Perry Point, Mary- 
land, which was built in the 1750s, to use as a training 
space for about $1.2 million. VA could restore the 
1881 Milwaukee Ward Memorial Theater for use as a 
multipurpose facility at a cost of $6 million. This is 
much less than the cost of a new facility. 

As part of its adaptive reuse program, VA must ensure 
that the facilities that it leases or sells are maintained 
properly. VA’s legal responsibilities could, for example, 
be addressed through easements on property elements, 
such as building exteriors or grounds. 

The IBVSOs encourage the use of P.L. 108-422, the 
Veterans Health Programs Improvement Act, which 
authorized historic preservation as one of the uses of a 
new capital assets fund that receives funding from the 
sale or lease of VA property. 


Recommendation: 

VA must further develop a comprehensive program to 
preserve and protect its inventory of historic properties. 
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E mployment policy is vital to veterans and veterans with disabilities in today’s environment, 
in which work is critical to independence and self-sufficiency. People with disabilities, in- 
cluding veterans, often encounter barriers to entry or reentry into the workforce and lack 
accommodations on the job; many have difficulty obtaining appropriate training, educa- 
tion, and job skills. These difficulties, in turn, contribute to low labor force participation rates and 
high levels of reliance on public benefits. At present funding levels, entitlement programs cannot keep 
pace with the current and future demand for benefits. 

The Department of Defense indicates that each year approximately 25,000 active duty 
service members are found “not fit for duty” due to medical conditions that may qualify for VA dis- 
ability ratings and eligibility to Vocational Rehabilitation and Employment (VR&E) services. In re- 
sponse to criticism of the VR&E Service, a VR&E task force was formed to conduct an 
“unvarnished top-to-bottom independent examination, evaluation, and analysis” of the program 
and recommend “effective, efficient, up-to-date methods, materials, and metrics, tools, technology, 
and partnerships to provide disabled veterans the opportunities and services they need” to obtain 
employment (Congressional Research Service Report for Congress RL34627). In March 2004, 
the task force released its report with 110 recommendations for VR&E improvements. By the end 
of fiscal year 2007, only 89 had been implemented. 

Citing several studies of VR&E within the past decade, the Veterans’ Disability Benefits Commis- 
sion (VDBC) in 2007 identified a host of ongoing problems with the program, including: 

• the need for more aggressive and proactive approaches to serving veterans with serious em- 
ployment barriers; 

• a limited number of VR&E counselors and case managers to handle a growing caseload; 

• inadequate and ineffective tracking and reporting on participants; 

• employment outcomes that are measured no further than 60 days after hiring; and 
• the possibility that the current 12-year limit for veterans to take advantage of VR&E may be 
unrealistic. 

The Independent Budget continues to support the recommendations of the VR&E task force and 
the VDBC: 

• expanding access to all medically separated service members; 

• making all disabled veterans eligible for vocational rehabilitation counseling services; 

• screening through VR&E counselors all applicants for individual unemployability ratings; 

• increasing VR&E staffing and resources, tracking employment success beyond 60 days, and im- 
plementing satisfaction surveys of participants and employers; and 
• creating incentives to encourage disabled veterans to complete their rehabilitation plan. 

The Independent Budget veterans service organizations look forward to monitoring the continued 
implementation of these recommendations and future program changes. 
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VOCATIONAL REHABILITATION AND EMPLOYMENT 

Vocational Rehabilitation and Employm ent Funding: 

Congressional funding for the VA Vocational Rehabilitation and Employment (VR&E) 
Service must keep pace with veteran demand for VR&E services. 


T he VR&E program is authorized by Congress 
under title 38, United States Code and is better 
known as chapter 31 benefits. The program provides 
services and counseling necessary to enable service dis- 
abled veterans to overcome employment barriers and 
allow them to prepare for, find, and maintain gainful 
employment in their communities. The program also 
provides independent living services to those veterans 
who are seriously disabled and are unlikely to secure 
suitable employment at the time of their reentry back 
to private life. The program further offers educational 
and vocational counseling to service-disabled veterans 
recently separated from active duty and helps to expe- 
dite their reentry into the labor force. These services 
are also available to dependents of veterans who meet 
certain eligibility requirements. 

The Office of Management and Budget (OMB) esti- 
mates the average cost of placing a service-disabled vet- 
eran in employment at $8,385 as calculated by dividing 
VR&E program obligations by the number of veterans 
rehabilitated. However, OMB calculations do not in- 
clude a provision for inflation, increased student tu- 
ition costs, and the numbers of veterans who drop out 
of the VR&E program or enter interrupt status of their 
rehabilitation plan. Comparisons to other vocational 
programs are not appropriate since nonfederal dollars 


are excluded when calculating their cost to place an in- 
dividual in employment status. 

Many veterans are facing significant challenges as they 
return home from the global war on terrorism. These 
large numbers of regular military, National Guard, and 
Reserves are creating tens of thousands of new veter- 
ans, many of whom are eligible for VR&E programs. 
As indicated earlier, present funding levels for VR&E 
programs cannot keep pace with the current and fu- 
ture demands for VR&E benefits. 

The Independent Budget veterans service organizations 
are concerned that service members, National Guard, 
and Reservists involved in the global war on terrorism 
who are being discharged from military service with 
service-connected disabilities will not receive effective 
vocational rehabilitation services in a timely manner 
due to a lack of available resources. 


Recommendation: 

Congress must provide the funding level to meet the 
increasing veteran demand for VA Vocational Rehabil- 
itation and Employment program services. 
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Vocational Rehabilitation and Employment Productivity: 

Staffing levels of the VA Vocational Rehabilitation & Employment (VR&E) Service are 
not sufficient to meet the needs of our nation’s veterans in a timely manner. 


T he VR&E Service is charged with the responsibility 
to prepare service-disabled veterans for suitable em- 
ployment and provide independent living services to 
those veterans with severe disabilities and who are un- 
likely to secure suitable employment at the time of their 
entry into the program. VR&E must begin to 
strengthen its program due to the increasing number of 
service members returning from Afghanistan and Iraq 
with serious disabilities. These veterans require both vo- 
cational rehabilitation and employment services. There 
is no VA mission more important during or after a time 
of war than to enable injured military personnel to have 
a seamless transition from military service to a produc- 
tive life after serving their country. 

Success in the transition of disabled veterans to meaning- 
ful employment relies heavily upon VA’s ability to provide 
vocational rehabilitation and employment services in a 
timely and effective manner. Unfortunately, the demands 
and expectations being placed on the VR&E Service are 
exceeding the organization’s current capacity to effectively 
deliver a full continuum of comprehensive programs. The 
service had been experiencing a shortage of staff nation- 
wide because of insufficient funding, which, as a result, 
has caused delays in providing VR&E services to disabled 
veterans, thus reducing the veteran’s opportunity to 
achieve successful rehabilitation. 

To increase emphasis on employment, the service has 
begun an initiative titled “Coming Home to Work” as an 
early outreach effort to provide VR&E services to eligible 
service members pending medical separation from active 
duty at military treatment facilities. This and other new 
programs will require additional staff to maintain efforts 
nationwide. We must stress the point again, that VA must 
increase VR&E staffing levels to meet the increasing de- 
mand our nation’s veterans have for services. 

The number of veterans in the various phases of VR&E 
programs is expected to increase as more service members 
return from the conflicts in Iraq and Afghanistan. Even 
though the focus of the VR&E program has drastically 
changed to career development and employment, it is not 
clear, despite VR&E’s addition of 83 employment coordi- 
nators, whether VA is able to meet the current and future 
demand for employment services. It is just not good 


enough to say the program’s focus is on employment when 
the data demonstrate that only 9,000 veterans were placed 
in employment out of 90,000 active cases. 

In addition, there is no specific data to demonstrate how 
long beyond 60 days that a newly employed veteran re- 
mains in the workforce. Once the veteran is placed, there 
is minimal follow-up by VR&E with the employer. 

For many years, The Independent Budget veterans service 
organizations have criticized VR&E Service programs and 
complained that veterans were not receiving suitable vo- 
cational rehabilitation and employment services in a timely 
manner. Many of these criticisms remain a concern, in- 
cluding the following: 

• inconsistent case management with lack of account- 
ability for poor decision making; 

• delays in processing initial applications due to staff 
shortages and large caseloads; 

• declaring veterans rehabilitated before suitable em- 
ployment is retained for at least six months; 

• inconsistent tracking of electronic case management 
information system; and 

• failure to follow up with veterans, employers, and re- 
ferral agencies beyond 60 days to ensure employment 
placement is appropriate for the veteran. 


Recommendations: 

VA needs to strengthen its Vocational Rehabilitation 
and Employment program to meet the demands of dis- 
abled veterans, particularly those returning from the 
conflicts in Afghanistan and Iraq, by providing a more 
timely and effective transition into the workforce and 
providing placement follow-up with employers for at 
least six months. 

The VR&E Service needs to use results-based criteria to 
evaluate and improve employee performance. 

The VR&E Service must place higher emphasis on aca- 
demic training, employment services, and independent liv- 
ing to achieve the goal of rehabilitation of severely 
disabled veterans. 
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Vocational Rehabilitation and Employment 
National Survey and Performance Data: 

The Department of Veterans Affairs should report accurate performance data that include all 
veterans who participate in the Vocational Rehabilitation & Employment (VR&E) program and 
initiate a national survey to determine why veterans drop out prior to rehabilitation. 


P erformance reporting for the VR&E, chapter 31 
benefits program, which is used by VA and Con- 
gress to authorize funding and staffing needs, must be 
improved. For example, in FY 2006, VA reported a re- 
habilitation rate of 73 percent in its Performance and 
Accountability Report and Budget Submission. How- 
ever, VA excluded veterans who discontinued partici- 
pating in the program without implementing a written 
rehabilitation plan, even though these veterans repre- 
sent a majority of veterans served by the program. 
When calculating the rehabilitation rate including all 
participants, the VR&E success rate would be 1 8 per- 
cent. As a result, decision makers and Congress are not 
totally aware of the overall performance rate when 
making decisions on needed resources. 


Recommendations: 

The Independent Budget veterans service organizations 
recommend that the Vocational Rehabilitation & Em- 
ployment Service initiate a nationwide study to reveal 
the reasons why veterans discontinue participation in 
the VR&E program and use the information to design 
interventions to reduce the probability of veterans 
dropping out of the program. 

The VR&E Service needs to report the true number of 
veterans participating in the program and accurate 
performance data for budgetary and other resource 
decisions. 




Vocational Rehabilitation and Employment Eligibility: 


Congress needs to change the eligibility requirements for the VA Vocational 
Rehabilitation and Employment (VR&E) program. 


T he period of eligibility for VR&E benefits is 12 
years from the date of separation from the military 
or the date the veteran was first notified by VA of a 
service-connected disability rating. Unfortunately, 
many veterans are not informed of their eligibility to 
VR&E services or do not understand the benefits of 
the program. In addition, veterans who later in life may 
become so disabled that their disabilities create an em- 
ployment barrier would benefit from VR&E services 
well beyond the 12-year delimiting date. 

Many veterans who served this country honorably and 
returned from service uninjured acquire nonservice- 
connected disabilities post-discharge and, if these dis- 
abilities are severe enough, they will be eligible for 
Social Security Disability Insurance. Under current law, 
they will not be eligible for the VR&E program but 
must rely on vocational and employment help from 


state vocational rehabilitation programs, Social Secu- 
rity work incentives, Department of Labor veterans 
programs, and other private sector options available to 
most people with disabilities. In addition to forcing vet- 
erans with nonservice-connected disabilities to seek vo- 
cational services outside the VA, this adds to increasing 
demands placed on non-VA vocational rehabilitation 
programs, which are also underfunded. 


Recommendations: 

Congress needs to change the eligibility delimiting date 
for VA Vocational Rehabilitation and Employment 
services by eliminating the 12-year eligibility period for 
chapter 31 benefits and allow all veterans with em- 
ployment impediments or problems with independent 
living to qualify for VR&E services. 
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The VR&E Service must develop an aggressive out- 
reach program to inform veterans of the benefit of par- 
ticipating in the VR&E program. 


VA needs to streamline eligibility and entitlement to 
VR&E programs to provide earlier intervention and 
assistance to disabled veterans. 




Vocational Rehabilitation and Employment 
Independent Living Program Annual Cap: 

Congress needs to eliminate the Vocational Rehabilitation & Employment (VR&E) 
Independent Living annual participation cap. 


T he VR&E Independent Living (IL) program was 
established by Congress in 1980 to serve severely 
disabled veterans who were determined by VA to be 
unable to obtain and retain suitable employment due to 
their disabilities. The IL program provides these dis- 
abled veterans services to enable them to achieve max- 
imum independence in daily living. However, Chapter 
31, title 38, United States Code, limits the maximum 
length VA can provide services to 30 months and re- 
stricts the number of disabled veterans who can be 
placed in the program to 2,500 annually. Therefore, 
because of this cap, the VR&E Service has instructed 
VA regional offices to discontinue placing veterans into 
IL status as they approach the 2,500 participant cap. It 
is this anticipation of exceeding the cap that has de- 
layed access of eligible veterans into the IL program. 

In May of 2007, the VA Secretary stated that “VR&E 
anticipates a steady increase in demand for IL services 
over the next 10 years based on historical data and the 
increased need for IL services by OEF and OIF veter- 
ans.” 199 VA estimates a program growth of 10 percent 
in FY 2009 and future years. 


The Independent Budget veterans service organizations 
believe that the ever-growing number of seriously disabled 
veterans returning from the conflicts in Iraq and 
Afghanistan could result in significant demand for IL 
services and low-cost transitional housing. VA should not 
be constrained from providing these services by an arbi- 
trary cap on new cases or limit the amount of time they 
may provide services. Many of the newly injured veterans 
have multiple complex disabilities that will require long- 
term management and programs to include IL services. 


Recommendation: 

Congress should eliminate the 30-month maximum re- 
quirement for providing Independent Living services 
and the statutory cap of 2,500 new Vocational Reha- 
bilitation and Employment Independent Living pro- 
gram participants because the effect of the cap and the 
increasing veteran demand for services delays provid- 
ing needed IL programs to severely disabled veterans. 


■*> DVA OIG Report 06-00493, December 17, 2007. 
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Follow-up on Referrals to Other Agencies 
for Entrepreneur Opportunities: 

VA Vocational Rehabilitation and Employment (VR&E) Service staff should follow 
up with veterans who are referred to other agencies to ensure the veterans’ 
entrepreneur opportunities have been achieved. 


V R&E has expanded its effort toward fostering 
awareness and opportunities for self-employment 
by signing memorandums of understanding with the 
Department of Labor, the Small Business Administra- 
tion, the Veterans Corporation, and SCORE. They have 
also implemented the Five Track Employment Process, 
which places emphasis on self-employment as a poten- 
tial for gainful employment. VR&E has further in- 
cluded self-employment in standardized operation 
materials, online employment sources, and information 
guides. However, VR&E must follow up with veterans 
who were referred to other agencies for entrepreneur 


opportunities and reassess their employment needs if 
they were not successful. 


Recommendation: 

Vocational Rehabilitation & Employment Service staff 
must follow up with veterans after being referred to 
other agencies for self-employment to ensure that vet- 
erans’ entrepreneur opportunities have been success- 
fully achieved. 




Vocational Rehabilitation and Employment Counseling Partners: 

VA needs to improve its coordination with non-VA counselors to ensure that veterans are 
receiving the full array of Vocational Rehabilitation and Employment (VR&E) programs 
and services in a timely and compassionate manner. 


V A’s Strategic Plan for FY 2006-2011 reveals that 
VA plans to continue the utilization of non-VA 
providers to supplement and complement services pro- 
vided by VR&E staff. Numerous nonprofit vocational 
rehabilitation providers have served veterans with dis- 
abilities for many years in partnership with the VA. Un- 
like state vocational rehabilitation processes, through 
which qualified providers partner with state agencies 
to provide vocational rehabilitation services, the VA’s 
national acquisition strategy is viewed as overly cum- 
bersome. As a result, non-VA providers that could ad- 
dress some of the demand by veterans with disabilities 
for employment assistance are shut out by complicated 
contracting rules. 

At the same time, VR&E must maintain its responsi- 
bility to the veterans it serves by monitoring the qual- 
ity and impact of vocational rehabilitation services 
delivered by these non-VA agencies. 


Recommendations: 

The VA Vocational Rehabilitation and Employment Serv- 
ice should improve its national acquisition strategy to 
make it easier for qualified vocational rehabilitation 
providers to offer services to veterans with disabilities. 

VR&E Service staff must improve the oversight of non- 
VA counselors to ensure veterans are receiving the full 
array of services and programs in a timely and effective 
manner. 

The VR&E Service should improve case management 
techniques and use state-of-the-art information technology 
to track the progress of veterans served outside VR&E. 

The VR&E Service should follow up with rehabilitated 
veterans for at least six months to ensure that the re- 
habilitation and employment placement plan has been 
successful. 
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Building Vocational Rehabilitation Counseling Partnerships: 

There are 1 0 times as many state vocational rehabilitation counselors as there are VA Vocational 
Rehabilitation and Employment (VR&E) counselors across the nation. 


G iven these statistics, it is evident that state voca- 
tional rehabilitation agencies could amplify the as- 
sistance available to veterans with disabilities if 
appropriate outreach and partnerships are established. 
Many state vocational rehabilitation agencies have 
memorandums of understanding with their state de- 
partments of veterans services to coordinate services to 
veterans with disabilities, and some state agencies have 
identified counselors with military backgrounds to serve 
as liaisons with the VA and veterans groups. State vo- 
cational rehabilitation and VA VR&E programs should 
offer joint training to their staffs on traumatic brain in- 
jury, post traumatic stress disorder, and other veteran 
specific disability issues to improve cross-agency coor- 
dination. VA should also work with the Rehabilitation 
Services Administration to establish national criteria for 
state agencies’ acceptance of veterans with service-con- 
nected disability ratings to avoid inconsistent admission 


policies and the potential for veterans to be bounced 
between state vocational rehabilitation and VA VR&E. 


Recommendation: 

VA needs to utilize more effectively those resources 
within the nation’s workforce development system that 
focus on obtaining and maintaining gainful employ- 
ment for veterans. Until such time as the Vocational 
Rehabilitation & Employment Service’s resources can 
accommodate the full range of services needed by vet- 
erans with disabilities, better coordination with state 
vocational rehabilitation programs, One-Stop Career 
Centers, and private sector vocational rehabilitation 
programs can help prepare veterans for interviews, 
offer assistance creating resumes, and develop proven 
ways of conducting job searches. 




Veteran Entrepreneurship: 

Promotion of self-employment continues to be a challenge for the Department of Veterans Affairs. 


I ncreasing attention has been called to the entrepre- 
neurial needs of American veterans, particularly 
those who have service-connected disabilities. Not since 
the Vietnam War have American veterans experienced 
such high rates of disabilities. For many of these veter- 
ans, self-employment will be the only alternative to em- 
ployment and successful reintegration back into society. 

More than one-third of both new veteran entrepreneurs 
and current veteran business owners have gained skills 
from their military service that are relevant to business 
ownership. Several government reports indicate that 
approximately 22 percent of America’s war fighters re- 
turning from the war on terrorism are purchasing, 
starting, or considering starting a small business. Un- 
fortunately, there are many obstacles for them to over- 
come. There are major issues that veterans face, 
including financing, bonding, and access to federal con- 


tracts. These necessary business elements have become 
so restrictive that it has become impossible for many 
veterans to establish or maintain their own small busi- 
ness enterprises. 

As an effort to resolve these problems, a new VA pro- 
gram entitled the Center for Veterans Enterprise (CVE) 
was established by the passage of the Veterans Entre- 
preneurship and Small Business Development Act of 
1999. 

The CVE is a subdivision of the Office of Small and 
Disadvantaged Business Utilization that extends entre- 
preneur services to veterans who own or who want to 
start a veteran-owned small business. It also helps fed- 
eral contracting offices to identify veteran-owned small 
businesses in response to Executive Order 133600 call- 
ing for federal contracting and subcontracting oppor- 
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tunities for Service-Disabled Veteran-Owned Small 
Businesses. In addition, the CVE works with the Small 
Business Administration’s Veterans Business Outreach 
Centers nationwide regarding veteran business financ- 
ing, management, bonding, and providing technical 
support for veteran entrepreneurs with the goal of in- 
creasing the number of veteran- and service-disabled 
veteran-owned small businesses. Unfortunately, the 
funding for this program is insufficient to meet the ever- 
increasing needs of our nation’s veterans. 


Recommendations: 

Congress should provide VA with additional funding 
for the Center for Veterans Enterprise so it can meet the 
increasing veteran demand for entrepreneurial services. 

VA must help eliminate the barriers that veterans face 
when trying to establish and/or maintain a veteran- or 
service-disabled veteran-owned small business. 




VA Failure to Implement P.L. 109-461 Contracting: 

VA has yet to approve any policy or procedures to guide VA contracting officers on how to set aside 
and/or award sole source contracts for service-disabled veteran-owned small businesses. 


P ublic Law 109-461, the Veterans Benefits, Health 
Care and Information Technology Act of 2006, was 
signed into law by President Bush on December, 22, 
2006, and required the law to take effect by June 20, 
2007. The law allows VA special authority to provide 
set-aside and sole source contracts to small businesses 
owned and operated by veterans and service-disabled 
veterans. This legislation is codified in 38 United States 
Code sections 8127 and 8128. 

Nearly two years have passed, and Acquisition and 
Material management staff, in conjunction with VA at- 
torneys, have yet to approve any policy or procedures 
to guide VA contracting officers on how to set aside 
and/or award sole source contracts for service-disabled 
veteran-owned small businesses. Without specific guid- 
ance and changes to the Federal Acquisition Regula- 


tions, existing acquisition policy will continue to apply. 
VA personnel involved in the acquisition process need 
to become familiar with the new authorization and 
their responsibilities under P.L. 109-461. Our service- 
disabled veterans who own small businesses cannot af- 
ford to wait any longer for VA to become compliant 
with the law. 


Recommendation: 

VA must expedite the overdue implementation of P.L. 
109-461 so veteran entrepreneurs can receive set-aside 
and sole source contracts. Further delays in approving 
policy and regulation endanger the success and longevity 
of recently established service-disabled veteran-owned 
small businesses. 
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Veteran Surety Bonding: 

Surety bonding levels provided by the Small Business Administration (SBA) are 
inadequate for veteran entrepreneurs to compete in today’s construction field. 


S urety bonding continues to be a major problem for 
service-disabled veteran-owned small businesses in 
the construction field. Surety bonding levels currently 
guaranteed by SBA at $2 million are grossly inadequate 
for today’s federal construction process. Service-disabled 
veterans who are small business owners find it difficult 
to obtain surety bonding required by federal contracting 
officers to compete for government contracts. Service- 
disabled veteran small business owners also have diffi- 
culties preparing their businesses to withstand the 
scrutiny of the surety bonding process, especially when 
working on other construction projects. 


Recommendation: 

VA needs to establish a shared bonding process in con- 
junction with the Small Business Administration and 
provide a process to increase bonding limits upward to 
$15 million, which is necessary for service-disabled vet- 
erans to compete in today’s construction market. VA 
should also develop a program for service-disabled vet- 
erans to teach them how to prepare their companies to 
overcome the obstacles that preclude them from ob- 
taining surety bonding in a timely and efficient manner. 




VA Vendor Information Page Database: 

Government agencies need a one-stop access to identify veteran-owned 
and service-disabled veteran-owned small businesses and verify their veteran status. 


A t the present time, vendors desiring to do business 
with the federal government must register in the 
Central Contractor Registration (CCR) database, and 
those who indicate they are veterans or service-disabled 
veterans, self-certify their status without verification. 
P.L. 109-461 required VA to establish a Vendor Infor- 
mation Page (VIP) database designed to identify busi- 
nesses that are 5 1 percent or more owned by veterans 
or service-disabled veterans. Congress should take ap- 
propriate steps to require all agencies to use VIP to cer- 
tify veteran status and ownership before awarding 


contracts to companies claiming to be a veteran-owned 
or service-disabled veteran-owned small business. 


Recommendation: 

All federal agencies should be required to certify vet- 
eran status and ownership through the VA’s Vendor In- 
formation Page program before awarding contracts to 
companies claiming to be veteran-owned or service- 
disabled veteran-owned small businesses. 
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Training Institute Inadequately Funded: 

The National Veterans Training Institute (NVTI) lacks adequate funding to fulfill its mission. 


T he NVTI was established to train federal and state 
veterans’ employment and training service 
providers. Primarily, these service providers are Disabled 
Veterans’ Outreach Program (DVOP), Local Veterans’ 
Employment Representative (LVER), and employment 
coordinators under the VA Vocational Rehabilitation 
and Employment (VR&E) Service. DVOP/LVER spe- 
cialists are located throughout the country at various lo- 
cations, such as state workforce centers. VA employment 
coordinators are found at VA VR&E Service offices and 
VA medical centers. 

These employment specialists help veterans make the 
difficult and uncertain transition from military to civil- 
ian life. They help provide jobs and job training oppor- 
tunities for disabled veterans by serving as intermediaries 
between employers and veterans. They maintain con- 
tacts with employers and provide outreach to veterans. 
They also develop linkages with other agencies to pro- 
mote maximum employment opportunities for veterans. 

The NVTI was established in 1986 and authorized in 
1988 by P.L. 100-323. It is administered by the Depart- 


ment of Labor Veterans Employment and Training Serv- 
ice through a contract with the University of Colorado at 
Denver. The NVTI curriculum covers an array of topics 
that are essential to DVOP/LVER and VA employment 
coordinators and provides them with the knowledge and 
ability to assist veterans in their quest to obtain and main- 
tain meaningful employment. The Independent Budget 
veterans service organizations are concerned because, 
after several years of level funding, appropriations for the 
NVTI have decreased. This reduction compromises the 
ability of the institute to provide quality training to those 
individuals serving veterans. 


Recommendation: 

Congress must fund the National Veterans Training In- 
stitute at an adequate level to ensure training is con- 
tinued as well as expanded to state and federal 
personnel who provide direct employment and training 
services to veterans and service members in an ever- 
changing environment. 
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T he Department of Veterans Affairs National Cemetery Administration (NCA) cur- 
rently maintains more than 2.9 million gravesites at 125 national cemeteries in 39 
states and Puerto Rico. Of these cemeteries, 65 will be open to all interments; 20 will 
accept only cremated remains and family members of those already interred; and 40 
will only perform interments of family members in the same gravesite as a previously de- 
ceased family member. The NCA also maintains 33 soldiers’ lots and monument sites. All 
told, the NCA manages 17,000 acres, half of which are developed. 

VA estimates that about 27 million veterans are alive today. They include veterans from World 
War I, World War II, the Korean War, the Vietnam War, the Gulf War, the conflicts in 
Afghanistan and Iraq, and the global war on terrorism, as well as peacetime veterans. With 
the anticipated opening of the new national cemeteries, annual interments are projected to in- 
crease from approximately 100,000 in 2007 to 111,000 in 2009. Historically, 12 percent of 
veterans opt for burial in a state or national cemetery. 

The most important obligation of the NCA is to honor the memory of America’s brave men 
and women who served in the armed forces. Therefore, the purpose of these cemeteries as na- 
tional shrines is one of the NCA’s top priorities. Many of the individual cemeteries within the 
system are steeped in history, and the monuments, markers, grounds, and related memorial 
tributes represent the very foundation of the United States. With this understanding, the 
grounds, including monuments and individual sites of interment, represent a national treas- 
ure that deserves to be protected and cherished. 

The Independent Budget veterans service organizations (IBVSOs) would like to acknowledge 
the dedication and commitment of the NCA staff who continue to provide the highest qual- 
ity of service to veterans and their families. We call on the Administration and Congress to 
provide the resources needed to meet the changing and critical nature of NCA’s mission and 
fulfill the nation’s commitment to all veterans who have served their country honorably and 
faithfully. 
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I n FY 2008, $195 was million appropriated for the 
operations and maintenance of the National Ceme- 
tery Administration (NCA), $28.2 million more than 
the Administration’s request, with only $220,000 in 
carryover. The NCA awarded 39 of the 42 minor con- 
struction projects that were in the operating plan. The 
State Cemetery Grants Service awarded $37.3 million 
of the $39.5 million that was appropriated. This car- 
ryover was caused by the cancellation of a contract that 
the NCA had estimated to be $2 million but the con- 
tractor’s estimation was considerably higher. Addition- 
ally, $25 million was invested in the National Shrine 
Commitment. 

The NCA has done an exceptional job of providing 
burial options for 88 percent of the 170,000 veterans 
who fall within a 75-mile radius-threshold model. 
However, under this model, no new geographical area 
will become eligible for a national cemetery until 2015. 
St. Louis, Missouri, will, at that time, meet the thresh- 
old due to the closing of Jefferson Barracks National 
Cemetery in 2017. Analysis shows that the five areas 
with the highest veteran population will not become el- 
igible for a national cemetery because they will not 
reach the 170,000 threshold. 

The NCA has spent years developing and maintaining 
a cemetery system based on a growing veteran popula- 
tion. In 2010 our veteran population will begin to de- 
cline. Because of this downward trend, a new threshold 
model must be developed to ensure more of our veter- 
ans will have reasonable access to their burial benefits. 
Reducing the mile radius to 65 miles would reduce the 
veteran population that is served from 90 percent to 
82.4 percent, and reducing the radius to 55 miles would 
reduce the served population to 74.1 percent. Reducing 
the radius alone to 55 miles would bring only two ge- 
ographical areas in to the 170,000 population thresh- 
old in 2010, and only a few areas into this revised 
model by 2030. 

Several geographical areas will remain unserved if the 
population threshold is not reduced. Lowering the pop- 
ulation threshold to 100,000 veterans would immedi- 
ately make several areas eligible for a National 
Cemetery regardless of any change to the mile radius 


threshold. A new threshold model must be imple- 
mented so more of our veterans will have access to this 
earned benefit. 

The Independent Budget recommends an operations 
budget of $241.5 million for the NCA for fiscal year 
2010 so it can meet the increasing demands of inter- 
ments, gravesite maintenance, and related essential el- 
ements of cemetery operations. 

The NCA is responsible for five primary missions: (1) 
to inter, upon request, the remains of eligible veterans 
and family members and to permanently maintain 
gravesites; (2) to mark graves of eligible persons in na- 
tional, state, or private cemeteries upon appropriate ap- 
plication; (3) to administer the state grant program in 
the establishment, expansion, or improvement of state 
veterans cemeteries; (4) to award a presidential certifi- 
cate and furnish a United States flag to deceased veter- 
ans; and (5) to maintain national cemeteries as national 
shrines sacred to the honor and memory of those in- 
terred or memorialized. 

The national cemetery system continues to be seriously 
challenged. Though there has been progress made over 
the years, the NCA is still struggling to remove decades 
of blemishes and scars from military burial grounds 
across the country. Visitors to many national cemeter- 
ies are likely to encounter sunken graves, misaligned 
and dirty grave markers, deteriorating roads, spotty 
turfs, and other patches of decay that have been accu- 
mulating for decades. If the NCA is to continue its com- 
mitment to ensure national cemeteries remain dignified 
and respectful settings that honor deceased veterans 
and give evidence of the nation’s gratitude for their mil- 
itary service, there must be a comprehensive effort to 
greatly improve the condition, function, and appear- 
ance of all our national cemeteries. 

Therefore, in accordance with “An Independent Study 
on Improvements to Veterans Cemeteries,” which was 
submitted to Congress in 2002, The Independent 
Budget again recommends Congress establish a five- 
year, $250 million “National Shrine Initiative” to re- 
store and improve the condition and character of NCA 
cemeteries as part of the FY 2008 operations budget. 
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Volume 2 of the Independent Study provides a sys- 
temwide, comprehensive review of the conditions at 
119 national cemeteries. It identifies 928 projects 
across the country for gravesite renovation, repair, up- 
grade, and maintenance. These projects include clean- 
ing, realigning, and setting headstones and markers; 
cleaning, caulking, and grouting the stone surfaces of 
columbaria; and maintaining the surrounding walk- 
ways. Grass, shrubbery, and trees in burial areas and 
other land must receive regular care as well. Addition- 
ally, cemetery infrastructure, i.e., buildings, grounds, 
walks, and drives must be repaired as needed. Ac- 
cording to the study, these project recommendations 
were made on the basis of the existing condition of 
each cemetery after taking into account the cemetery’s 
age, its burial activity, burial options, and maintenance 
programs. 

The Independent Budget veterans service organizations 
(IBVSOs) are encouraged that $25 million was set aside 
for the National Shrine Commitment for FY 2007 
and FY 2008. The NCA has done an outstanding job 
thus far in improving the appearance of our national 
cemeteries, but we have a long way to go to get us 
where we need to be. By enacting a five-year program 
with dedicated funds and an ambitious schedule, the 
national cemetery system can fully serve all veterans 
and their families with the utmost dignity, respect, and 
compassion. 

In addition to the management of national cemeteries, 
the NCA is responsible for the Memorial Program 
Service. The Memorial Program Service provides last- 
ing memorials for the graves of eligible veterans and 
honors their service through Presidential Memorial 
Certificates. Public Laws 107-103 and 107-330 allow 


for a headstone or marker for the graves of veterans 
buried in private cemeteries who died on or after Sep- 
tember 11, 2001. Prior to this change, the NCA could 
provide this service only to those buried in national or 
state cemeteries or to unmarked graves in private ceme- 


FY 2010 National Cemetery Administration 

Category 

($ in Thousands) 

FY 2009 Administration Request 

$181,000 

FY 2009 IB Recommendation 

$251 ,975 

FY 2009 Enacted 

$230,000 

FY 2010 IB Recommendations: 

Operations and Maintenance 

$241 ,500 

Shrine Initiative 

$50,000 

Total FY 2010 IB Recommendation 

$291,500 


teries. Public Law 110-157 gives VA authority to pro- 
vide a medallion to be attached to the headstone or 
marker of veterans who are buried in a private ceme- 
tery. This benefit is available to veterans in lieu of a 
government furnished headstone or marker. 

The IBVSOs call on the Administration and Congress 
to provide the resources required to meet the critical 
nature of the NCA mission and fulfill the nation’s com- 
mitment to all veterans who have served their country 
so honorably and faithfully. We believe Congress 
should provide NCA with $241.5 million for fiscal 
year 2010 to offset the costs related to increased work- 
load, additional staff needs, general inflation and wage 
increases and include as part of the NCA appropria- 
tion $50 million for the first stage of a $250 million 
five-year program to restore and improve the condi- 
tion and character of existing NCA cemeteries. 
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The State Cemetery Grants Program: 

Adequate funding is needed to ensure that the SCGP can meet the challenge 
of growing interest from states to provide burial services in areas that are currently underserved. 


T he SCGP complements the NCA mission to estab- 
lish gravesites for veterans in those areas where the 
NCA cannot fully respond to the burial needs of vet- 
erans. Several incentives are in place to assist states in 
this effort. For example, the NCA can provide up to 
100 percent of the development cost for an approved 
cemetery project, including design, construction, and 
administration. In addition, new equipment, such as 
mowers and backhoes, can be provided for new ceme- 
teries. Since 1978, the Department of Veterans Affairs 
has more than doubled acreage available and accom- 
modated more than a 100 percent increase in burials 
through this program. 

The SGGP faces the challenge of meeting a growing in- 
terest from states to provide burial services in areas 
that are not currently served. The intent of the program 
is to develop a true complement to, not a replacement 
for, our federal system of national cemeteries. With the 
enactment of the Veterans Benefits Improvements Act 
of 1998, the NCA has been able to strengthen its part- 


nership with states and increase burial service to vet- 
erans, especially those living in less densely populated 
areas not currently served by a national cemetery. Cur- 
rently there are 55 state and tribal government ceme- 
tery construction grant preapplications, 34 of which 
have the required state matching funds necessary, to- 
taling $120.7 million. 

The Independent Budget recommends that Congress 
appropriate $52 million for the State Cemetery Grants 
Program for FY 2010. This funding level would allow 
SCGP to establish six new state cemeteries that will 
provide burial options for 179,000 veterans who live in 
region that currently have no reasonably accessible 
state or national cemetery. 


Recommendation: 

Congress should fund the State Cemetery Grants Pro- 
gram at a level of $52 million. 




Veterans’ Burial Ben efits: 

Veterans’ families do not receive adequate funeral benefits. 


I n 1973 NCA established a burial allowance that pro- 
vided partial reimbursements for eligible funeral and 
burial costs. The current payment is $2,000 for burial 
expenses for service-connected (SC) death, $300 for non- 
service-connected (NSC) deaths, and $300 for plot al- 
lowance. At its inception, the payout covered 72 percent 
of the funeral cost for a service-connected death, 22 per- 
cent for a nonservice-connected death, and 54 percent of 
the burial plot cost. In 2007 these benefits eroded to 23 
percent, 4 percent, and 14 percent, respectively. It is time 
to bring these benefits back to their original value. 

Burial allowance was first introduced in 1917 to prevent 
veterans from being buried in potters’ fields. In 1923 the 
allowance was modified. The benefit was determined by 


a means test, and then in 1936 the allowance was 
changed again, removing the means test. In its early his- 
tory, the burial allowance was paid to all veterans, re- 
gardless of the service-connectivity of their death. In 1973 
the allowance was modified to reflect the relationship of 
their death as service connected or not. 

The plot allowance was introduced in 1973 as an at- 
tempt to provide a plot benefit for veterans who did not 
have reasonable access to a national cemetery. Although 
neither the plot allowance nor the burial allowances 
were intended to cover the full cost of a civilian burial 
in a private cemetery, the increase in the benefit’s value 
indicates the intent to provide a meaningful benefit by 
adjusting for inflation. 
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The national average cost for a funeral and burial in a 
private cemetery has reached $8,555, and the cost for 
a burial plot is $2,133. At the inception of the benefit 
the average costs were $1,116 and $278, respectively. 
While the cost of a funeral has increased by nearly 
seven times the burial benefit has increased only by 2.5 
times. To bring both burial allowances and the plot al- 
lowance back to their 1973 values, the SC benefit pay- 
ment will be $6,160, the NSC benefit payment will be 
$1,918, and the plot allowance will increase to $1,150. 
Readjusting the value of these benefits, under the cur- 
rent system, will increase the obligations from $70.1 
million to $335.1 million per year. 

Based on accessibility and the need to provide quality 
burial benefits, The Independent Budget recommends 
that VA separate burial benefits into two categories: 
veterans who live inside the VA accessibility threshold 
model and those who live outside the threshold. For 
those veterans who live outside the threshold, the service- 
connected burial benefit should be increased to $6,160; 
nonservice-connected veteran’s burial benefit should be 
increased to $1,918; and the plot allowance should be 
increased to $1,150 to match the original value of the 
benefit. When a veteran lives within reasonable acces- 
sibility to a state or national cemetery that is able to 
accommodate burial needs but the veteran prefers to 
be buried in a private cemetery, the burial benefit 
should be adjusted. These veterans’ burial benefits will 
be based on the average cost for VA to conduct a fu- 
neral: the benefit for a service-connected burial will be 
$2,793; the amount provided for a nonservice-con- 
nected burial will be $854; and the plot allowance will 
be $1,150. This will provide a burial benefit at equal 
percentages, but based on the average cost for a VA fu- 
neral and not on the private funeral cost that will be 
provided for those veterans who do not have access to 
a state or national cemetery. 


The recommendations of past legislation provided an 
increased benefit for all eligible veterans but it currently 
fails to reach the intent of the original benefit. The In- 
dependent Budget’s benefit distribution model will cost 
$211.1 million annually as opposed to the $221.1 mil- 
lion it would cost to implement past legislation. The 
new model will provide a meaningful benefit to those 
veterans whose access to a state or national cemetery is 
restricted as well as provide an improved benefit for 
eligible veterans who opt for private burial. 


Recommendations: 

Congress should establish two categories of veterans 
for the purpose of burial benefits: veterans within the 
accessibility model and veterans outside the accessibil- 
ity model. 

Congress should increase the plot allowance from $300 
to $1,150 for all eligible veterans and expand the eli- 
gibility for the plot allowance to all veterans who 
would be eligible for burial in a national cemetery, not 
just those who served during wartime. 

Congress should increase the service-connected burial 
benefit from $2,000 to $6,160 for veterans outside the 
radius threshold and to $2,793 for veterans inside the 
radius threshold. 

Congress should increase the nonservice-connected 
burial benefit from $300 to $1,918 for veterans out- 
side the radius threshold and to $854 for veterans in- 
side the radius threshold. 

Congress should enact legislation to adjust these bur- 
ial benefits for inflation annually. 


National Cemetery Administration 191 


NCA Accounts 



490 






DISABLED AMERICAN VETERANS 
807 Maine Avenue, SW 
Washington, DC 20024-2410 
202.554.3501 
www.dav.org 


www.independentbudget.org 



PARALYZED VETERANS OF AMERICA 
801 Eighteenth Street, NW 
Washington, DC 20006-3517 
202.872.1300 
www.pva.org 




VETERANS OF FOREIGN WARS 
OF THE UNITED STATES 
200 Maryland Ave, NE 
Washington, DC 20002 
202.543.2239 
www.vfw.org 


o 








